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FAILURES IN THE TREATMENT OF BACTERIAL ENDOCARDITIS 


CRAIGE 


Strep sore throat 
responds readily to 


Temperature normal, throat culture negative, usually 
within twenty-four hours. Notably safe and well tolerated. 


dosage: | to 1.5 Gm. daily in divided doses, < Lilly 
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can your diuretic 
“upgrade” your - 
heart patients? 


k n Ow fewer restrictions of activity are the benefit of prolonged use of 


those diuretics effective over the entire range of cardiac failure. 


your 


d i U retic classification and prognosis of your decompensated patients. 


Diuretics of value only in milder grades of failure, or which 


The organomercurials— parenteral and oral—improve the 


must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI.-2 
-METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure.”’* 
replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.; J. M. Soc. New Jersey 50;149, 1953. 
a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


eadernshib tn diuretic research 
CLE \ABORATORIES, INC. MILWAUKEE 1. WISCONSIN 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

‘ ao facilities are afforded for recreational and occupational therapy, particularly out 
of-doors, 

Special stress is laid on psychotherapy. An effort is made to help the tient arrive at 
an understanding of his life ag ay 7 and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


Ted Hoyer & Company There's little physical effort, there’s no fear, 


L 7 F T E R when you move the patient with a 
HOYER HYDRAULIC LIFTER 


It is simple in design and operation, and has been used 


successfully on handicaps of all kinds. ... A few easy 
strokes lifts the patient... . When the attendant turns 
the release valve knob, the patient sinks down gently 
on the bed. The Lifter is able to lower the patient to 
the floor or to raise him to a toilet, bathtub, chair, 


hammock or car. The adjustable width base allows 


patients to be taken through narrow doors, or to be 


made wider to allow the use with wide wheel chairs, 


HAS MANY USES . DOES ALL THE WORK 
COMPACT AND PORTABLE 


Hoyer Lifter With Standard U-Base, 
5” Casters, Wide and Narrow Slings $165.00 


Your Patients will appreciate your prescribing this With Adjustable Base $195.00 
LABOR SAVING DEVICE 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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Pork may be looked upon as an-im- 
portant factor in America’s general 
health and well-being. The average in- 
take of pork in America is about 46 
pounds of lean pork and 20 pounds of 
bacon and salt pork per person each 
year.' But America’s demand for pork 
goes further than taste appeal and 
deeper than mere statistics. Pork makes 
a valuable contribution to day-in-and- 
day-out nutrition. 

Pork rates among the foremost sources 
of thiamine. As a source of all other B 
vitamins and many essential minerals, 
such as iron and phosphorus, pork meat 
is considered an important dietary con- 
stituent. 

Lean pork is virtually completely di- 
gestible. Its protein serves to promote 
growth and aid in the maintenance of 
tissue cells. Like all high quality pro- 
tein, that of pork aids in the elaboration 
of protein hormones, enzymes, and anti- 
bodies. 


Pork in the Human Dietary 


Pork constitutes a valuable part of the 
daily diet (Table I), and also contrib- 
utes importanfly to the nutrition of the 
pregnant woman (Table II). 

Pork and pork products have won 
America’s favor by their unique com- 
bination of economy, palatability, and 
nutritional value. 


1. Consumption of Food in the United States, 1909-1952, 
Washington, D.C., United States Department of Agri- 
culture, Bureau of Agricultural Kconomics, Agricultural 
Handbook No. 62, September, 1953. 
2. Watt, B.K., and Merrill, A.L.: Composition of Foods 
~—Raw, Processed, Prepared, Washington, D.C., United 
States Department of Agriculture, Agricultural Handbook 
No, 8, 1950. 
3. Bowes, A. deP., and Church, C.F.: Food Values of 
Portions Commonly Used, ed. 7, Philadelphia, Anna 
dePlanter Bowes, 1951. 
4. Cheldelin, V.H., and Williams, R.J.: Studies on the 
Vitamin Content of Tissues, Il, Houston, Texas, Univer- 
sity of Texas Publication No. 4237, 1942. 
5. Schweigert, B.S.; Nielsen, E.; McIntire, J.N., and 
Elvehjem, C.A.: Biotin Content of Meat and Meat Prod- 
ucts, J. Nutrition 26:65 (July) 1943. 
6. Scheid, H.E., and Schweigert, B.S.: The Vitamin By 
Content of Meat, Annual Report, An Outline of Research 
During the Fiscal Year 1953-54, Chicago, American Meat 
Institute Foundation, Bull. 22, 1955. 
q. Rethmated on basis of protein content of meats. Sherman, 

: Food Products, ed. 4, New York, The Macmillan 
1948 p. 155. 
8. Recommended Dietary Allowances, Washington, D.C., 
National Academy of 8 National Research Coun- 
cil, Publication 302, 1953. 


Cooked Pork Chops, Ham, and Pork Sausage 22 
Nutrients and Calories Provided by 3-Ounce Portions 
"Pork Chops, without bone, cooked, 3 02.2 20 0.71 4.3 0.20 2.6 200 284 
Ham, without bone, cooked, 3 0z,? 20. ~—0.45 4.0 0.20 26 202 338 
Sausage, cooked, 3 0.42 28 21 139 396 


=” 
3.5 ounces of fresh pork loin, equivalent to approximately 3 ounces of cooked loin, contains 0.47 mg. pantothenic acid ;* 0.10 mg. pyridoxine ;* 0.005 
img. biotin ;° 36 mg. inositol ;* 0.08 mg. folic acid ;* 0.0027 mg. vitamin B12;° 63 chlorine 0.1 mg. copper ;’ 20 mg. magnesium ;’ 280 mg. potas- 
sium;’ 70 mg. sodium;’ and 0.01 mg. manganese.” 


Nutrients and Calories of Cooked Pork Chops (3 ounces) Expressed 


TABLE II as Percentages of Recommended Daily Dietary Allowances® 

_ Percentages of Allowances for: Protein Thiamine Niacin Riboflavin Iron Phosphorus Calories 

‘foto yang age; weight 25% 55% 33% 10% 11% 15% 1% 

Women (3rd trimester) 25% 47%, 29% 10% 17% 13% 


The nutritional statements made in this advertisement have been reviewed 
by the Council on Foods and Nutrition of the American Medical Associa- 
tion and found consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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prevent reactions — 
protect YOur pen icllin the 


To safeguard your patients add 1 cc, of CuLor- 
TRIMETON Injection 100 mg./cc. to each 10 ce, vial 
of aqueous penicillin. 

Supplied: 2 cc. multiple-dose vial, For intramuscular 
and subcutaneous administration. 


CHLor-TRIMETON® maleate, brand of chlorprophenpyri- 
damine maleate. 


| 


TRIMETON | 
INJECTION 
100 mg./cc 
Schering Corporation 
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24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 
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| Upjohn | 


Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


lp 


Supplied : 

5 mg. tablets in bottles of 50 

10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


PREGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTIBGONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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SECTION CHAIRMEN — 1955-1956 


General Practice of Medicine and Surgery—WILLIAM P. KAVAN«aSH, M.D., Cooleemee 
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New Booklet Presents 
Latest Facts on Feeding the Sick 


Adequate nutrition during illness and convalescence is 
essential for recovery whether the patient is managed in 
the hospital or at home. In the latter case, physicians 
often must devote much time to instructing those re- 
sponsible for caring for the sick in good nutritional 
practices. 

“Meal Planning for the Sick and Convalescent” has 
been designed to relieve you of the need for repeating 
over and over again essential dietary facts. This new 
Knox booklet presents in layman’s language the latest 
nutritional applications of proteins, vitamins and min- 
erals, gives practical hints on serving food to adults 
and children, suggests ways to stimulate appetite and 
describes diets from clear liquid to full convalescent. 
Best of all it offers the homemaker for the first time 
detailed daily suggested menus for each type of diet, 


plus 14 pages of tested nourishing recipes. 
If you would like copies of this new timesaving Knox 
booklet for your practice, use the coupon below. 


Chas. B. Knox Gelatine Company, Ine. 
Professional Service Department SJ-13 
Johnstown, N. Y. 


Please send me....... copies of the new Knox 
“Sick and Convalescent” booklet. 


YOUR NAME AND ADDRESS 
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Jes, you can have Real 


Ww 


The VICEROY filter tip contains No wonder VICEROY gives you that 
20,000 tiny filters made exclusively fresh, clean, real tobacco taste you 
from pure, white cellulose. This is missin other filter brands. No wonder 
twice as many as the next two largest- so many doctors now smoke and 
selling filter brands. recommend King-Size VICEROYS. 


ONLY VICEROY GIVES YOU 


TWICE AS MANY AS THE 
NEXT TWO LARGEST-SELLING 
FILTER BRANDS... FOR 
REAL TOBACCO TASTE! 


VICEROY | 


Tilter Tip 


CIGARETTES i 
KING-SIZE s Than Cigarettes Without Filters 


World's Most Popular Filter Tip Cigarette 
Only a Penny or Two More 


| — 
x 
be 
J 
i 
i 
he 


January, 1956 


ADVERTISEMENTS 


NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 
mild loss of memory, mental confusion and deterioration, and 
abnormal behavior patterns, 


Rehabilitation and release from public 
and private psychiatric institutions 
treating such disorders is possible. 
NICOZOL has been proved* safe 
and simple, as well as practical 
and inexpensive, and may be 
used with confidence to treat 


ambulatory cases. 
*Reterence: Levy, S., Pharmacological Treatment of Aged Patients 


in State Mental Hospitals, J.A.M.A., 153:14, Pages 1260- 
1265, Dec. 5, 1953. 


Available in capsules and elixir - ask your pharmacist. 
Samples and literature will gladly be sent upon request. 
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Apecegic 


Now, you can prescribe an antibiotic (Filmtab 
ERYTHROCIN) that provides specific therapy against 
staph-, strep- or pneumococci. Since these 

organisms cause most bacterial respiratory infections 


(and since they are the very organisms most sensitive 


to ERYTHROCIN) doesn't it make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 


filmtab 


Little 
bide of feel 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 


negative organisms, it is less likely to alter intestinal 


flora—with an accompanying low incidence of side 


effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin, Or 

loss of accessory vitamins during ERYTHROCIN 
therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Ob brott 


filmtap” 


(Erythromycin, Abbott) 


STEARATE 


Erythrocin 


*Filmtab— Film sealed tablets; patent applied for. 
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¥ H O RA Z I N E : can allay the suffering 


caused by the pain of SEVERE BURSITIS 


The ataractic, tranquilizing action of ‘Thorazine’ can reduce the 
anguish and suffering associated with bursitis. “Thorazine’ acts not 
by eliminating the pain, but by altering the patient’s reaction— 
enabling her to view her pain with a “serene detachment” . . . Howell 
and his associates! reported: “Several of [our patients] expressed the 
feeling that [‘Thorazine’| put a curtain between them and their pain, 
so that whilst they were aware that the pain existed, they were not 
upset by it.” 

‘Thorazine’ should be administered discriminately and with the care to be observed 


with all serious medication. Consequently, it is important that the physician, 
before prescribing ‘Thorazine’, be fully conversant with the available literature. 


Smith, Kline & French Laboratories, Philadelphia 


1, Howell, T.H.; Harth, J.A.P. and Dietrich, M.: Practitioner 173:172. 
*T.M. Reg. U.S, Pat. Off. for chlorpromazine, S.K.F. 
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Tetracycline is notable among broad-spectrum antibiotics _ : 
for its ‘solubility and stability. And, clinical trials have established 
that tetracycline is an efficient antibiotic against | 

those diseases due to susceptible microorganisms. 


\ 


-Tetracyn is available in a variety of oral, 
parenteral and topical dosage forms for the Vagey PFIZER LABORATORIES 


treatment of a wide range of susceptible infections. 
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IncOME’ for the members of 
N. Carolina Medical Profession 
from the first day” of 
sickness or injury... 


NOW! Not for only 26 weeks 
— Not for only 52 weeks 


ut even for your entire lifetime 


House Confinement not required at any time 
Accidental loss of hands, feet or eyesight pays monthly benefifs — 
not just a lump sum 


TAX FREE DOLLARS — Disability insurance income is not taxable. 
For example, $3600 disability insurance income is equivalent to 
about $5000 regular income 


EXTRA BENEFITS — Double monthly benefits while you are 
hospitalized payable for as long as three months 

Cash benefits for accidental death 

Double income benefits if disabled in specified travel accident named 
in the policy 


OTHER IMPORTANT FEATURES—Waiver of Premium Pro- 
vision, Limited Commercial Air Line Passenger Coverage. No 


UNITED Automatic Terminaton Age during policy period. A Special 
INSURANCE Renewal Agreement. 
\ COMPANY Covers most accidents from date of policy and most sickness origi- 


nating more than 30 days ofter date of policy, excepting those 
OF AMERICA. while in military of any wor, 
from war, any act of war, suicide, attempted suicide, insanity, mental 
disease, certain foreign travel, any pre-existing condition or any 
hazard of aviation other than commercial air line passenger travel 


(MP—-3208) 

f eee ee ee eee Income payable from first 

UNITED INSURANCE COMPANY OF AMERICA, Lifetime Disability ‘ day of medical attention 
' Income Dept. . and as long as continuous 
' 221 South Church Street, Chorlotte 2, North Corolina ‘ total disability, total loss 
J | would like more information about your lifetime disability 1 of time and medical attend- 
income protection, ance continue 
© understand | will not be obligated. 
5 
' or attach letterhead ' Mail coupon today while 
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NASAL 
SUSPENSION 


(HvoROcORTONE® WITH PROPADRINE” AND NEOMYCINI 


Anti-inflammatory— 
Decongestant—Antibacterial 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afford a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. Hypro- 
SPRAY provides HYDROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis, 


REFERENCE: 1. Silcox, L. E., A.M.A, Arch. Otolaryng. 60:431, Oct 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. Hyprospray, each cc, sup- 
lying 1 mg. of Hyprocortrone, 15 mg. of 
*ROPADRINE Hydrochloride and 5 mg, of 
mycin Sulfate (equivalent to 6.5 mg. of neo- 
mycin base), 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Ine, 


1964 
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How to win friends... 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
15¢ Bottle of 24 tablets (2'% grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 


of Sterling Drug tne. 


1450 Broadway, New York 18, N.Y. 
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dihydroxy aluminum aminoacetate, N.N.R. 


On the basis of considerable in vitro this most recent form of aluminum ant- 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 


ALGLYN monograph acknowledging that 


acid therapy is as active—In TAaBLet 
FormM—as the various aluminum hydrox- 


ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate . .. shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


hydroxy aluminum aminoacetate,0.5Gm., 
belladonna alkaloids, 0.162 mg., pheno- 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 


bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets.’ 

Also supplied (not N.N.R.) as Malgtyn 


barbital, 16.2 mg., per tablet, bottles of 
100 (pink); and as Be@tgtyn, dihy- 
droxy aluminum aminoacetate, 0.5 Gm., 
belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


Compound, each tablet contains di- 


1. NLNLR., 1956. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 
38 :.586, 1949. 
3. Rossett, N.E. and Rice, M.L. Jr.: Gastroenterology, 26:.490, 1954. 
Braylon PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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OF HORMONE og SAFETY 


| THERAPY 


For physicians who hesitate to use the older corticosteroids because of 
diminishing therapeutic returns and frequently predominating major 
undesirable side effects, METICORTEN with its high therapeutic ratio 
reduces the incidence of certain major undesirable side effects. 


¢ minimizes sodium and water retention 
@ minimizes weight gain due to edema 
no excessive potassium depletion 


in rheumatoid arthritis, effective relief of pain, swelling, tenderness; 
diminishes joint stiffness 

in intractable asthma, relief of bronchospasm, dyspnea, cough; 
increases vital capacity 


clinical response even where cortisone or hydrocortisone ceases 
to be effective —“cortisone escape” 


effective in smaller dosage 
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rheumatoid arthritis, 


intractable asthma, rheumatic fever, nephrosis, certain skin disorders 
such as acute disseminated lupus erythematosus, acute pemphigus, extensive 
atopic dermatitis and other allergic dermatoses, and certain eye disorders 
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Available in scored 
tablets of 0.05 mg. (orange), 
0.1 mg. (pink), 0.15 mg. 
(yellow), and 0.2 mg. 
(white); and in 
and 10-cc, ampoules, 
0.2 mg. per cc. 
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++e.+.s.s.+. permits accurate dosage titration 
to produce the maximum therapeutic effect 


Since initial digitalization and maintenance dosage must be 
carefully individualized, ‘Crystodigin’ fulfills the important re- 
quirements of a preferred digitalis. ‘Crystodigin’ is a crystalline- 
pure, uniformly potent single glycoside that is completely ab- 
sorbed in the gastro-intestinal tract. With ‘Crystodigin,’ the 
maximum therapeutic effect can be safely determined by dosage 
titration in increments as small as 0.025 mg. 
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Failures in the Treatment of Bacterial Endocarditis 


ERNEST CRAIGE, M.D. 


CHAPEL HILL 


The past 10 years have seen the appear- 
ance of penicillin and other antibiotics cap- 
able of effecting a cure in bacterial endo- 
‘arditis. It has been interesting to observe, 
however, that the mortality rate in sub- 
acute bacterial endocarditis in series from 
several large hospitals remains about 30 
per cent. This fact is somewhat discourag- 
ing since, in the test tube at least, most of 
the organisms recovered on blood culture 
are moderately sensitive to penicillin. 

One of the reasons for a fatal result is 
the lack of a diagnosis, or a diagnosis made 
too late. If one waits for all the classic fea- 
tures of the disease—the clubbed fingers, 
enlarged spleen, Osler’s nodes on the finger 
tips, splinter hemorrhages in the nail beds, 
petechiae in the conjunctivae, and so forth 
—the case may be far advanced. Irrever- 
sible destructive changes may have taken 
place in the heart valves, and even if a 
bacteriologic cure can be obtained, the vic- 
tory is short-lived since the heart may 
quickly fail because of a tattered or perfo- 
rated valve. An example of the difficulty of 
diagnosis can be seen in a clinicopathologic 
conference published recently in the New 
England Journal of Medicine’. The patient 
was an elderly gentleman who came to the 
hospital with a stiff neck and a fever. Dur- 
ing the course of his studies it was found 
that he had a heart murmur of calcific 
aortic disease, clubbed fingers, blood cells in 
the urine and spinal fluid. The illness pro- 
gressed rapidly, and in two weeks the pa- 
tient died of bacterial endocarditis without 
benefit of diagnosis or treatment for this 
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disease. This unfortunate error can be 
avoided by considering bacterial endocard- 
itis whenever there is a fever lasting more 
than a week in the presence of a heart mur- 
mur, Obviously many other conditions can 
‘ause such a combination, but if we remem- 
ber to think of subacute bacterial endocar- 
ditis when there is a prolonged fever plus a 
murmur, it may be possible to obtain blood 
cultures and confirm the diagnosis. 

Besides difficulties in diagnosis, we lose 
some cases of bacterial endocarditis because 
of the peculiar pathologic features of the 
disease. The vicious effect on a heart valve, 
as well as the problems arising from a mixed 
infection with unusual organisms resistant 
to penicillin, is illustrated in the following 
"Ase, 


Cause Report 

The patient was a 30 year old Negro man. He 
had no previous history of rheumatic fever but had 
been rejected for military service 10 years prev 
iously. In April, 1955, he began to have shortness 
of breath, orthopnea, and ankle edema. A_ sudden 
onset of paralysis on the right side of the body 
brought him to the hospital in his community. He 
was found to be severely ill. The blood pressure 
was 150 systolic, 0 diastolic. There was clubbing of 
the fingers, but no petechiae could be found. The 
heart was enlarged to the anterior axillary line on 
the left. Loud aortie systolic and diastolic mur- 
murs as well as a presystolic apical murmur could 
be heard. Peripheral signs of aortic regurgitation 
were present and included a Corrigan’s pulse and 
pistol-shot sounds over the femoral artery. There 
was flaccid paralysis of the right arm and leg 
Routine blood studies were within normal limits, 
as was the urinalysis. 

Although blood cultures were negative, the pa- 
tient was suspected of having subacute bacterial 
endocarditis engrafted on an aortic valve deformed 
by old rheumatic heart disease, Mitral stenosis was 
also suspected. The paralysis was attributed to a 
cerebral embolus. He was treated for 21 days with 
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Fig. 1. Perforation of one of the cusps of the 
valve. The arrow points to the perforation. On the 
right a small aneurysm into the interventricular 
septum can be seen. 


penicillin, 10 million units, and 2 Gm, of streptomy- 
cin daily, and made a satisfactory improvement. On 
discharge there was no sign of congestive failure, 
but the flaccid paralysis and signs of severe valvu- 
lar disease remained. A poor prognosis was antici- 
pated in view of the severe aortic disease. 

Two months later the patient again manifested 
symptoms of congestive failure. He was admitted 
to the North Carolina Memorial Hospital, He was 
orthopneic and rapidly went into acute pulmonary 
edema. An electrocardiogram gave evidence of an- 
terior and posterior myocardial infarctions, In 
spite of rapid digitalization and the use of oxygen, 
morphine, and tourniquets, his condition deterior- 
ated and he died after 24 hours, Several blood cul- 
tures were obtained before death, but these were 
later reported to show no growth. 

At autopsy there was massive edema of the 
lungs, with a red infarct in the left upper lobe. 
The heart was hypertrophied and dilated predom- 
inantly on the left side, weighing 725 Gm. There 
were old as well as fresh ischemic infarcts of the 
left ventricle. The cusps of the aortic valve were 
thickened and fibrotic, and had vegetations ex- 
tending from their edges. The vegetations on micro- 
scopic examination proved to contain gram-nega- 
tive bacilli, and cultures of blood from the heart 
were sterile, Cultures made from the vegetations, 
however, yielded two species of gram-negative ba- 
cilli, On the basis of pigment production and _ bio- 
chemical reactions, one of these organisms was 
classified as Bacterium anitratum, the other as a 
species of the genus Flavabacterium. The posterior 
aortic valve cusp had a large healed defect approxi- 
mately 1 em. in diameter. (fig. 1.) Just below this 
defective cusp there was a blind diverticulum ex- 
tending into the upper interventricular septum. 
The mitral valve was thickened but showed no con- 
clusive evidence of rheumatic involvement. The 
brain revealed an area of necrosis of the left cere- 
bral peduncle. 


This case illustrates rapidly progressing 
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Fig. 2, Photomicrograph of a vegetation in bacter- 
ial endocarditis. The arrow points to a deeply em- 
bedded bacterial mass surrounded by fibrin which is 
undergoing early organization. The apparent chan- 
nel beneath this mass of bacteria is an artifact. 
There is no vascularization of the vegetations and 
therefore no opportunity for antibiotics to reach 
the bacteria except by diffusion through the encas- 


ing fibrin. 


congestive failure resulting from perfora- 
tion of the aortic valve. The coronary cir- 
culation was, no doubt, seriously compro- 
mised, owing to the aortic regurgitation. 
Emboli from the vegetations led to coronary 
occlusion and myocardial infarction, accel- 
erating the downhill course. That the origi- 
nal course of treatment was inadequate was 
demonstrated by the presence of gram-nega- 
tive organisms of unusual types in the vege- 
tations. Unfortunately these were never iso- 
lated in blood culture, a fact which enorm- 
ously complicated the choice as well as the 
dose of antibiotics. The necrotic area in the 
brain accounted for the flaccid paralysis. An 
embolism from the vegetation was undoubt- 
edly responsible. An unusual feature of this 
case was the aneurysm of the interventri- 
cular septum, possibly a congenital abnor- 
mality, or the result of earlier healed bac- 
terial endocarditis. 


The Need for Obtaining Positive Cultures 


Figure 2, from another case, shows a 
group of vegetations of bacterial endocard- 
itis growing on a heart valve. The bacteria 
in these vegetations are situated in the mid- 
dle of the circulating blood with its cellular 
defenses, as well as the high concentration 
of the penicillin that has been injected, 
But the bacteria are practically invulner- 
able because of the heavy avascular coat of 
fibrin and platelets. It is quite difficult for 
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polymorphonuclear cells from the host to 
penetrate this shell, and apparently for 
penicillin also. For blood cultures to become 
positive, obviously some of these bacteria 
have to break free from this encasement and 
drift through the blood stream. It is ap- 
parent, then, that in indolent cases where 
considerable healing is already taking place, 
blood cultures will only intermittently be 
positive. We need, however, to get the in- 
formation afforded by the positive culture 
in order to know with what organism we 
are dealing. Otherwise, the problem is like 
that of a boxer entering the ring blind- 
folded to fight an opponent of unknown size 
and resistance. The inadequacy of treatment 
where no organisms can be isolated in blood 
cultures is illustrated in the case report 
above. The ordinarily used antibiotics were 
ineffective, and viable organisms of unusual 
and mixed types were cultured from the veg- 
etations. If, on the other hand, we can get 
positive cultures, the bacteria can often be 
studied in the test tube to determine their 
sensitivity to the various antibiotics. Then 
a dose can be selected that has a fair pos- 
sibility of success. 


The Importance of Adequate Dosage Levels 


In this disease the host’s ordinary mecha- 
nisms of resisting infection are not effec- 
tive. The bacteria, as mentioned above, are 
more or less inaccessible to the white blood 
cells. In pneumonia and many other ordi- 
nary infections, the antibiotic has only to 
inhibit reproduction of the bacteria, leaving 
the rest to the polymorphonuclear cells of 
the host.'*’ In bacterial endocarditis, how- 
ever, we need to use antibiotics in /illing 
doses. This means high dosage levels. About 
90 per cent of the strains of Streptococcus 
viridans that ordinarily cause bacterial en- 
docarditis can be killed with doses of peni- 
cillin ranging from 1 to 2 million units 
daily. The more resistant organisms may 
take 10 million units a day, re-enforced by 
the synergistic effect of streptomycin. The 
use of Benemid, 2 Gm. daily, will enhance 
the blood level of penicillin. Some have ad- 
vocated massive doses given during an ab- 
breviated period of two weeks’). It seems, 
however, that a considerable period of con- 
tact with penicillin is necessary to effect a 
cure, and probably four or fives weeks of 
treatment is safer than two weeks. Inter- 
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mittent intramuscular injection of the 
aqueous penicillin is favored by most au- 
thorities, since high blood level peaks can 
be obtained best by this method. 


The studies of Eagle’) have been help- 
ful in determining the route of administra- 
tion and the timing. He has shown that 
time-dose relationships are extremely im- 
portant in dealing with organisms that mul- 
tiply rapidly, such as the streptococcus. If 
the doses are too far apart, the bacteria will 
recover partially from one injection and be- 
gin reproducing before the effects of the 
next can be felt. With slowly multiplying 
organisms such as treponema, a widely 
spaced dosage schedule is satisfactory. In 
subacute bacterial endocarditis, however, 
a schedule of injections at three or four 
hour intervals might be best. The intermit- 
tent injections of aqueous penicillin provide 
extremely high blood levels capable of pene- 
trating into the mass of bacteria in the veg- 
etations. The lower, steady blood levels af- 
forded by procaine penicillin given at, say, 
12 hour intervals may not be adequate for 
the more resistant types of bacteria often 
encountered in this disease. 


Finally, some failures occur because, even 
though the infection is cured, there has been 
irreparable damage to the brain or kidneys 
by emboli or to the heart valves by the de- 
structive action of the bacteria and the cica- 
tricial process of healing. This fact again 
emphasizes the necessity for earlier diag- 
nosis if we are ever to improve still further 
the salvage rate in this serious infection. 


The author wishes to acknowledge the help of Dr. 
John B. Graham of the Department of Pathology, 
and Dr. William J. Cromartie, U. N. C. School of 
Medicine, in the preparation of this paper. 
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The Prevention and Treatment 
Of Acute Rheumatic Fever 


JEROME S. HARRIS, M.D. 
DURHAM 


Present day concepts of the prevention 
and treatment of acute rheumatic fever‘’? 
are based on the principles and assumptions 
(1) that an infection with any type (with 
possibly two exceptions) of Group A beta 
hemolytic streptococci always is the incit- 
ing agent of rheumatic fever; (2) that ap- 
proximately 3 per cent of the population will 
respond, after a latent asymptomatic period, 
to such an infection by the frequently vague 
clinical syndrome of rheumatic fever; (3) 
that this strange proclivity is in part de- 
pendent on age and heredity; (4) that strep- 
tococci need not be present during the ac- 
tive phase of rheumatic fever, and (5) that 
one attack predisposes to a similar response 
to infections with other Group A strepto- 
cocci, 

Ignorance obscures the exact etiology of 
rheumatic fever, its pathogenesis, the mech- 
anism of continued activity, and the reason 
for recovery. There are no laboratory tests 
analogous to the Wassermann test which 
specifically indicate the presence of rheu- 
matic fever, and there is no specific means 
of therapy. Bluntly, we know the firebrand, 
but we do not know how he starts his fires, 
nor to a large extent which buildings. are 
inflammable (unless they have previously 
burned), nor how to put out the fires. We 
frequently do not even know which build- 
ings are burning. Because of these facts, the 
methods and aims of prevention are quite 
specific, while diagnosis and therapy are 
controversial, difficult, and nonspecific. 

Prevention 

At present preventive measures are di- 
rected solely against the incitant strepto- 
coccal infections—either by treating these 
infections so as to lower the incidence of 
subsequent rheumatic fever or, where a par- 
ticular susceptibility exists, by maintaining 
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continuous prophylaxis so as to minimize 
the chances of a streptococcal infection. 


Detection and treatment of streptococcal 
infection 


In the first method, success depends upon 
the ability to find and diagnose streptococcal 
infections as well as upon the efficacy of 
treatment. This is easier said than done, par- 
ticularly since 40 per cent of the patients 
with rheumatic fever cannot give a history 
of a manifest streptococcal infection. Such 
infections may not show the textbook pic- 
ture of a sudden febrile illness with sore 
throat, “beefy” redness of the pharynx, exu- 
date over the tonsils, tender cervical adeni- 
tis and leukocytosis, and bring the patient to 
the physician with sore throat, headache, 
abnormal pain, vomiting, otitis or sinusitis, 
as popularly believed. The younger the child, 
the more mild and chronic is the infection— 
persistent nasopharyngitis with rhinorrhea, 
chronic impetigo, indolent suppurative pro- 
cesses, and even fever of unknown origin. 
(It is fortunate that these young infants 
also show a feeble immune response and a 
low tendency to rheumatic fever). We have 
noted these milder manifestations when we 
have deliberately searched for them in the 
younger siblings of a child with proven 
streptococcal sore throat. The chronic drippy 
nose, the slightly reddened “pediatric” 
throat, the cranky child with a low grade 
fever and negative physical examination 
may be infected with streptococci. In deal- 
ing with rheumatic fever and nephritis, we 
have learned that streptococcal infections 
are family and even community affairs and 
that infections may recur unless the entire 
family is treated. Carriers in the commun- 
ity present an even greater problem, which 
we will discuss later. 


From these considerations, it is obvious 
that treatment of manifest streptococcus in- 
fections (even if effective in preventing 
rheumatic fever) cannot eradicate the dis- 
ease from a population and should not be 
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relied upon in a particularly susceptible 
group. 

Nevertheless, adequate treatment of an 
acute streptococcal infection can prevent 
that particular infection from precipitating 
rheumatic fever. It is generally recognized 
that penicillin is the drug of choice, that 
the “mycins” may be used in penicillin-sen- 
sitive patients, and that the sulfa drugs are 
worthless, even though they may “cure” 
the patient. It may not be so widely recog- 
nized that treatment must be continued for 
a minimum of 10 days in order to eradicate 
the streptococci and prevent rheumatic 
fever. Benzathine penicillin G in a single 
dose of 600,000 to 1,200,000 units given in- 
tramuscularly, procaine penicillin with 
aluminium monostearate in oil, in daily doses 
of 300,000 to 600,000 units for three days, 
and procaine penicillin aqueous suspension 
in daily doses of 300,000 units given intra- 
muscularly for 10 days are effective. We 
have occasionally had failures in eradicating 
B. hemolytic streptococci with oral penicillin 
in the recommended dosage of 750,000 units 
daily for 10 days. The futility of short 
courses of penicillin is emphasized by 
Rhoad’s finding that streptococci can be cul- 
tured from the ground-up tonsils of 31 per 
cent of individuals receiving 600,000 to 
800,000 units of procaine penicillin intra- 
muscularly on the day preceding and the 
day of a tonsillectomy—even when no strep- 
tococci had been found on routine throat 
culture’, 

The choice of penicillin preparation will 
vary according to the circumstances and in- 
dividual patient. The chief difficulties are 
(1) that benzathine penicillin injections are 
painful and the child might not return at 
the next infection, and (2) that it is hard 
to continue medication for 10 days when 
the child appears completely cured in a day 
or two. He feels well and the parents may 
not understand why treatment must be con- 
tinued. Nevertheless if therapy is stopped, 
the organisms may still be present and pre- 
cipitate rheumatic fever. 


It is interesting and most fortunate that 
streptococci have to be present for several 
days in order to induce rheumatic fever. 
A delay of 24 to 48 hours in initiating ther- 
apy (long enough to get throat cultures and 
confirm the diagnosis if necessary) does not 
appreciably increase the incidence of rheu- 
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matic fever. Rammelkamp has shown that 
a full course of penicillin started nine days 
after the onset of a streptococcal infection 
will prevent rheumatic fever in 85 per cent 
of the cases even though the patient is per- 
fectly well clinically when the treatment is 
begun), 

Ordinarily, however, treatment should be 
given as soon as the diagnosis is established 
so as to prevent the spread of infection in 
the family and elsewhere. Breese found that 
early treatment can markedly decrease in- 
cidence of secondary infections from the 23 
per cent ordinarily found in siblings’. 

The magnitude of the problem of strepto- 
coccal infections can be estimated by noting 
the prevalence of these organisms. Rantz‘® 
stated that the organisms are carried in the 
throats of 40 per cent of children from 4 
to 14 years of age, and of 27 to 28 per cent 
of those under 4 years, and from 16 to 25 
years. Each child has a greater than fifty- 
fifty chance of becoming infected yearly and 
usually has several attacks before leaving 
childhood. Rhoads recently demonstrated 
that B hemolytic streptococei could be cul- 
tured from the ground-up tonsils of 57 per 
cent of patients undergoing tonsillectomy, 
only 28 per cent of whom showed strepto- 
cocci on ordinary throat culture prior to 
operation. 


Community programs 

Because of the prevalence and rapid 
spread of streptococci in an area, the re- 
cently developed community programs for 
this type of prophylaxis against rheumatic 
fever are exciting great interest. Since in- 
adequate housing, unhygienic conditions, 
overcrowding, and slums foster the spread 
of streptococci, the first step is to provide 
adequate housing and endeavor to raise the 
standard of living. Then, following an in- 
tensive educational program, an attempt is 
made to detect and treat streptococcal in- 
fections in school children. The children re- 
port to the teacher for sore throats, colds, 
nasal discharges, fever and headache, The 
school nurse takes a throat culture which is 
brought to a central agency—usually the 
local hospital. In other areas the cultures 
are incubated in the school and examined 
for hemolysis the next day by the science 
teacher. If positive, the culture is sent to 
the hospital for confirmation and the child 
is sent to his physician or to the health de- 
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partment for therapy. If school nurses are 
already available, the cost of the program 
is not excessive — approximately $100 per 
year per school. 

These programs are excellent, not only 
because they insure the prompt treatment 
of acute infections, but also because they 
prevent the spread of the infection. This 
spread through schools and institutions may 
be very rapid and extensive. Two years ago 
we became interested when a patient with 
nephritis (carrying Type 12, Group A strep- 
tococei in his throat) was found in a small 
hospital for spastic children. Throat cul- 
tures showed that 42 per cent of the chil- 
dren in that hospital were carrying the 
same organism. Incidentally, 5 of the 45 
children showed definite evidence of neph- 
ritis, while 20 per cent showed albuminuria 
—perhaps indicative of a very mild renal 
lesion. Similar experiences in schools have 
been reported by others. The school program 
may not only avert the frank infections 
which reach the physician for therapy, but 
may also decrease the number of asympto- 
matic infections—which cause 40 per cent 
of all cases of rheumatic fever. 


Continuous therapy 

The second plan of rheumatic fever pro- 
phylaxis is the continuous treatment of un- 
usually susceptible individuals with sulfa- 
drugs or penicillin. Unfortunately, the only 
test for susceptibility of rheumatic fever is 
the history of a previous attack in the pa- 
tient—or in his immediate family. Individ- 
uals who have recovered from rheumatic 
fever have a 20 to 40 per cent chance of a 
recurrence within one year, and gradually 
decreasing susceptibility thereafter. Since 
susceptibility to rheumatic fever may be a 
recessive trait, the child of parents who 
have had rheumatic fever has a greatly in- 
creased risk of contracting the disease, Per- 
haps these children should also receive con- 
tinuous prophylactic therapy. 

A great stumbling block in deciding when 
to start continuous therapy is the absence 
of a specific test for rheumatic fever. The 
decision must be based on a most careful 
evaluation of the patient and elimination of 
other conditions which may simulate rheu- 
matic fever. It is not in our province here 
to discuss the diagnosis of rheumatic fever, 
but I can stress the fact that a positive di- 
agnosis means at least five years to a life- 
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time of continuous medication at enormous 
expense. Further, an incorrect positive diag- 
nosis may do as much harm in creating in- 
validism as would an incorrect negative di- 
agnosis in failing to prevent it. 

Since patients may harbor streptococci, 
continuous prophylactic therapy should be 
begun only after a full 10-day course as 
outlined above for acute infections. The 
methods recommended for continuous pro- 
phylaxis are well known: sulfadiazine in 
daily doses of 1.0 Gm.; 200,000 units of pen- 
icillin given orally one half hour before 
breakfast; intramuscular injections of ben- 
zathine penicillin G, 1,200,000 units given 
monthly throughout the year. If patients are 
sensitive to these drugs, one of the “mycins”’ 
may be used, but their efficacy is still under 
investigation. Therapy should be continued 
throughout childhood and for at least five 
years following an acute attack. Probably 
it should be continued for life. 

The choice of drug and preparation will 
depend upon circumstances and the individ- 
ual patient. Each method has its advantages. 
Injections of benzathine penicillin are cer- 
tain with regard to administration, but are 
painful and cause reactions in 5 per cent of 
the patients. Sulfadiazine and oral penicil- 
lin cause less painful reactions, but may not 
be taken regularly by a forgetful patient. 
We have recently found a number of B hem- 
olytic streptococci in patients taking oral 
penicillin or sulfadiazine in the recom- 
mended doses, but these have not been fol- 
lowed by recurrences of rheumatic fever. 
They will be studied to determine their 
group and type, but they caused a clinically 
severe sore throat in 2 patients and pre- 
sumably were Group A. Many of these chil- 
dren have come from families having a high 
percentage of carriers. 


Treatment 


The actual treatment of rheumatic fever 
is much less satisfactory and controversial. 
The happiest situation, and one that is rela- 
tively frequent, is to find that the child does 
not have the disease at all and that the mur- 
murs are functional. 


Specific therapy 

The child who contracts rheumatic fever 
should be considered to harbor streptococci 
(even if cultures are negative) as long as 
he has not received a full, intensive 10-day 
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course of penicillin. Rammelkamp found 
that streptococci could be cultured from the 
throats of 55 per cent of both rheumatic 
and non-rheumatic patients eight weeks 
after the occurrence of a streptococcal sore 
throat. If Rhoad’s statistics on the relative 
incidence of positive throat and positive ton- 
sillar cultures can be applied to these fig- 
ures, all the patients must be carrying 
streptococci. For this reason, the first step 
in treating active rheumatic fever is to give 
a full, intensive course of penicillin (making 
sure to eliminate the diagnosis of subacute 
bacterial endocarditis first) and then to be- 
gin continuous prophylactic therapy. 


General therapy 


Nonspecific therapy such as bed rest, 
avoidance of infections, adequate diet, vita- 
mins (especially C, and also K if salicylates 
are given) is well known. Although early 
ambulation was not found to exert an ad- 
verse influence in several adult studies, I 
believe that the child should have complete 
bed rest until all evidences of activity dis- 
appear. Perhaps this is better stated thus: 
the child should have as much rest as pos- 
sible, since frequently he will be far more 
active and difficult to manage on complete 
bed rest than with television, porch, and 
meal privileges. Digitalis is indicated for 
incipient or frank congestive failure, but 
rarely is it very effective in childhood, when 
such a course indicates either active myo- 
carditis or bacterial endocarditis. 


Other agents 


A long argument has raged as to whether 
salicylates in small or even toxic doses has 
any effect on the rheumatic process other 
than symptomatic. A similar controversy is 
now taking place over the effect of cortisone 
and ACTH. My own feeling has been that 
the three drugs are approximately equiva- 
lent and do not have any basic curative ef- 
fect on the process. We have seen myocard- 
itis and pericarditis progress under all of 
the types of therapy. Since the joint Eng- 
lish-American study of 497 cases has just 
been published in recent issues of Circula- 
tion and the British Medical Journal, per- 
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haps it would be best to outline their con- 
clusions‘®, 


1. There appeared to be no relationship between 
the treatment given and the behavior of congestive 
failure and pericarditis. 

2. There was more frequently an 
heart size in each of the hormone groups as com- 
pared with the aspirin group. At the one year fol- 
low-up examination there was no appreciable dif- 
ference between the three groups. 

3. No consistent difference in the behavior of 
murmurs present at the start of treatment was 
noted except that the soft apical systolic murmurs 
disappeared more rapidly in hormone treated 
groups. At the end of one year, however, no signi- 
ficant difference remained. 


increase in 


4. The P-R intervals decreased more frequently 
and more rapidly in the hormone groups than in 
the aspirin group. This difference between the 
groups lessened during the observation period and 
was absent at nine weeks and one year. 


5. At one year, the proportion with residual card- 
iac damage was similar in the three treatment 
groups. A final determination of cardiac status 
must await results of a prolonged follow-up. 

It is apparent that this study presents no evi- 
dence that rheumatic fever in children can be uni- 
formly terminated by any of the three agents. 
There is evidence that hormone treatment results 
in more prompt control of certain acute manifesta- 
tions, but this more rapid disappearance is balanced 
by a greater tendency for them to reappear for a 
limited period of time at the end of treatment. 
Treatment with the hormones also leads to the 
more rapid disappearance of nodules and of soft 
apical systolic murmurs, At the end of one year, 
however, it is clear that there was no significant 
difference between the treatment groups in the 
status of the heart. 
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The Analysis of the Carotid Artery Syndrome 


FRANKLIN G. Norris, M.D. 
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and 
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In recent years attention has been focused 
on the importance of occlusion of the caro- 
tid artery in the neck, producing a variety 
of symptoms not infrequently seen. Hunt? 
early called attention to the significance of 
this lesion and urged the routine examina- 
tion of these vessels in the neck by: palpation. 

As recently stated by Fisher‘), the cases 
of carotid occlusion diagnosed by angio- 
graphy in neurosurgical clinics presented 
atypical findings. In this presentation it is 
our purpose to clarify the diagnostic fea- 
tures of carotid artery occlusion as pre- 
sented in the cases observed in this clinic 
and those reported in the literature. 


Historical 
Moniz? in 1927 first reported on the use 
of angiography and during the next 10 


years performed 537 angiograms’, of which 


four demonstrated thrombosis of the in- 
ternal carotid artery, an incidence of 9.7 per 
cent. The 4 cases had been clinically diag- 
nosed as brain tumors, and were the first 
recorded cases of internal carotid artery 
occlusion proven by angiography. Subse- 
quently many authors have reported a large 
number of cases‘), 

The typical syndrome presented by spon- 
taneous occlusion of the internal carotid ar- 
tery as recognized in the medical texts was 
reviewed by King and Langworthy?. It 
would be a routine matter to diagnose a 
case marked by blindness, aphasia, contra- 
lateral hemiplegia and hemi-anesthesia, and 
contralateral temporal hemianopia. 

Cushing published one of the earliest 
reports of a case with occlusion of the in- 
ternal carotid artery presenting atypical 
findings, and the diagnosis remained ob- 
scure until a postmortem examination was 
performed, King) reported a patient pre- 
senting the symptoms, clinical findings, and 
roentgen evidence (shift of pineal and lat- 
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eral ventricle shift) of a space-occupying 
lesion. At craniotomy massive infarction and 
edema of the cerebral hemisphere was noted, 
and angiography revealed an occlusion of 
the internal carotid artery at the cavernous 
sinus on the ipsilateral side. Gurdjian and 
Webster’ recorded 30 cases of internal 
carotid occlusion with the commonly found 
symptoms and signs. Elvidge and Werner 
attempted to differentiate by pneumoen- 
cephalography, electroencephalography, and 
angiography thrombosis of the internal car- 
otid artery as compared with one of its 
branches. They collected 10 cases, 6 with 
internal carotid occlusion and 4 with middle 
cerebral occlusion. They concluded that the 
only physical sign indicative of internal 
carotid artery occlusion is an absent or 
markedly diminished pulsation in the neck. 
They relied on angiograms to substantiate 
the diagnosis. 

Johnson and Walker'''), in a review of the 
literature, collected 101 cases of internal 
carotid occlusion proven by angiogram or 
pathologic dissection, and added 6 cases of 
their own. The signs and symptoms of the 
107 cases were tabulated as follows: 


Per Cent 
Hemiplegia 80 
Aphasia 60 
Headache 50 
Paresthesia 20 
Mental deterioration 15 


Ophthalmologic findings were relatively 
infrequent, with 5 per cent of the patients 
reporting transient blindness, 13 per cent 
showing homonymous hemianopsia, and 11 
per cent having optic atrophy and visual 
loss. Onset of symptoms was found to be 
sudden apoplexy in 35 per cent of the cases, 
with slow progression in 25 per cent, and 
transient attacks of paresthesia, weakness 
and decreased vision in 40 per cent. The 
over-all distribution was 87 males and 20 
females; the left side was involved 65 times 
and the right side 42 times. 
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Many writers — Poppen‘'*’, 
and Homans‘''’, to mention only a few — 
have reported ligation of the internal caro- 
tid artery in the neck. Poppen''®’ reported 
143 ligations of the internal carotid artery, 
in 8 of which hemiplegia developed within 
two hours to eight days. 

Fisher’) analyzed the neck vessels in 432 
consecutive autopsies and found that 28 of 
the subjects had complete occlusion of one 
or both carotid arteries and 13 showed 
very severe narrowing of the arterial lumen. 
Thus carotid artery abnormalities were 
found 41 times, an incidence that was found 
to be correlated with that of cerebral hem- 
orrhage and hypertensive arteriosclerotic 
vascular disease in his series. An analysis 
of his figures revealed 7 cases with unilat- 
eral occlusion without symptoms, 18 with 
unilateral occlusion and hemiplegia, 8 with 
unilateral occlusion and dementia, 6 with 
bilateral occlusion and bilateral neurologic 
signs and coma, and 5 with bilateral oc- 
clusion and dementia. 

As a result of this pathologic study he 
found variation in regard to the site of oc- 
clusion, extent of thrombosis, efficiency of 
collateral circulation, and extent of cere- 
bral softening. It is stated that atheroscler- 
osis is the prime cause of carotid occlusion, 
and this condition manifests itself in one of 
three ways: (1) large plaques form in the 
carotid sinus and may enlarge to occlude the 
lumen; (2) a superimposed thrombus may 
form on the plaque itself; or (3) hemor- 
rhage into the plaque may occlude the ves- 
sel. In his series the carotid sinus was the 
most frequent site of internal carotid oc- 
clusion, owing to its predilection for athero- 
sclerosis. This atherosclerosis was typical in 
appearance, similar to that in other vessels, 
and absent in the internal carotid from the 
sinus to the base of the skull, even though 
the sinus showed marked atherosclerosis. 
Fisher adequately demonstrated the value 
of routine pathologic evaluation of the ar- 
terial vessels in the neck. 

Thomson" reviewed 1,800 angiograms 
and found 22 cases of carotid thrombosis, 
an incidence of 1.2 per cent. The site of the 
block was at the origin of the internal caro- 
tid or its proximal 3 cm. in 16 cases. One 
case was an occlusion of the common carotid 
and 5 cases were associated with a block in 
the carotid siphon, The clinical diagnosis 
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was substantiated in 33 per cent of the cases. 
Considering the data presented on the 
previous pages, it becomes apparent that the 
typical signs of internal carotid artery oc- 
clusion as listed in the medical texts are fre- 
quently absent and that some spontaneous 
occlusions are 


Case Reports 

In the routine performance of 349 angio- 
grams as diagnostic procedures in the past 
four years, we have made the diagnosis of 
thrombosis of the internal carotid artery in 
9 cases, an incidence of 2.3 per cent. In 5 of 
the cases the common carotid artery bifur- 
sation was dissected to perform an open an- 
giogram, and percutaneous angiograms were 
done in 4 cases. In only 2 cases was the diag- 
nosis of occlusion of the internal carotid 
artery suspected on the basis of the history 
and clinical findings. 


Case 1 

A 61 year old man experienced a sudden onset 
of left frontal headache, sensation of the mouth 
being pulled to the right, diminished vision in the 
left eye, and right-sided weakness of two weeks’ 
duration, Six months previously he had had a simi- 
lar episode of three days’ duration; a lumbar pune- 
ture done then was normal. 

The blood pressure was 130 systolic, 70 diastolic. 
The only positive finding by neurologic examination 
was a lower nasal quadrantic defect on the left. 
A lumbar puncture revealed normal 
mg. of protein per 100 cc., and a negative test for 
syphilis. A left open Throatrast arteriogram re- 
vealed a cord-like nonpulsating left external caro- 
tid artery. 


pressure, 8&5 


Case 2 

The patient was a 36 year old woman who 10 
days prior to admission had a sudden onset of weak- 
ness of the left arm which progressed to paralysis 
of the arm, paresis in the left leg, and coma. 

Physical examination: The blood pressure was 
200 systolic, 100 diastolic, pulse 100, respirations 
28. The patient responded to painful stimuli, mov- 
ing only the right extremities. The right pupil was 
larger than the left, and there was slight edema of 
the disk margins and distended retinal veins. There 
was left facial flattening, hyper-active deep tendon 
reflexes on the left, and bilateral extensor plantar 
responses. A ventriculogram revealed shifting of 
the left ventricle to the right and a depressed left 
temporal horn. A left closed Thoratrast arteriogram 
revealed non-filling of the internal carotid on three 
separate injections, A large left temporoparietal 
bone flap was turned down, and widening of the 
sensory motor strip with necrosis of the entire left 
hemisphere was noted. The patient expired shortly 
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after the operation; a postmortem examination was 
not obtained. The diagnosis was thrombosis of the 
left internal carotid artery, with infarction of the 
left cerebral hemisphere. 


Case 3 

A 59 year old man who awoke with vomiting 
noted a staggering gait and left hemiplegia. Four 
and one-half months previously a melanosarcoma 
had been removed from the right groin, 

The blood pressure was 110 systolic, 70 diastolic, 
and the pulse was regular. A general physical ex- 
amination revealed no local recurrence of the sar- 
coma, Neurologic examination revealed the patient 
to be slightly confused and restless, with flaccid 
left hemiplegia and diminished deep tendon re- 
flexes on the left. Roentgenograms of the head and 
chest were not remarkable, and the pineal body was 
in the mid-line, The patient improved over the ensu- 
ing three days and showed some recovery of function 
on the left. Lumbar puncture revealed a pressure 
of 235 mm., and yellow spinal fluid. 

The patient’s condition deteriorated over the next 
six hours, and respirations ceased, Manual respira- 
tion by an endotracheal tube was performed, while 
bilateral closed carotid arteriograms were done, 


using 35 per cent Diodrast. The internal carotid on 
the right was filled to the level of the anterior 
clinoid, but no dye was visualized beyond that point, 
The internal carotid artery on the left filled to the 
base of the skull. These findings were consistent on 
three separate bilateral injections. The patient ex- 


pired 24 hours later; a postmortem examination 
was not obtained. Diagnosis: bilateral internal 
carotid artery occlusion. 


Case 4 

The patient was a 39 year old man who seven 
weeks prior to admission had had a generalized con- 
vulsive seizure with 45 minutes of unconsciousness. 
One year prior to admission he had had sudden 
right hemiplegia and unconsciousness. The patient 
improved during the year before admission, re- 
gaining speech and movements in the right ex- 
tremities. 

The blood pressure was 130 systolic, 70 diastolic, 
and the pulse was 76 and regular. The patient was 
alert and well oriented, but had a motor aphasia. 
There was right lower facial weakness, spastic 
weakness of the right upper and lower extremities, 
and slightly decreased sensation on the right. The 
deep tendon reflexes were increased on the right 
and plantar response extensor. Lumbar puncture 
revealed pressure of 180 mm., 30 mg. of protein 
per 100 cc., a negative Pandy test, and a negative 
test for syphilis. An electroencephalogram was nor- 
mal, An open arteriogram was attempted on the 
left, but the internal carotid artery was found to be 
a firm, nonpulsating strand of tissue. Diagnosis: 
thrombosis of the left internal carotid artery. 


Case 5 
A 64 year old man had had headaches of one 
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year’s duration, with occasional dizziness, sudden 
blurring of vision, and thickness of the tongue. He 
had noted numbness, tingling, and loss of dexterity 
in the left upper extremity. The family physician 
had reported a definite personality change during 
the preceding eight months, There was a past his- 
tory of mild hypertension. 

The blood pressure was 170 systolic, 100 dias- 
tolic, and the pulse was regular. The general phy- 
sical examination was not remarkable. Neurologic 
examination disclosed left facial weakness, clumsi- 
ness of the left upper extremity with normal motor 
power, increased deep tendon reflexes, and a 2 
plus Hoffmann’s reflex in the left upper extrem- 
ity. A lumbar puncture revealed the pressure to be 
normal, 70 mg. of protein per 100 cc. and a negative 
test for syphilis. A right percutaneous angiogram re- 
vealed occlusion of the right internal carotid at the 
sella turcica. Diagnosis: thrombosis of the right 
internal carotid artery. Ventriculography six 
months later revealed no deformity or displace- 
ment, and the ventricles were twice normal size. 


Case 6 

A 33 year old woman one year prior to admission 
had struck her head on falling from bed. Uncon- 
sciousness, total aphasia, and right hemiplegia en- 
sued. The patient recovered sufficiently to walk on 
crutches, having marked weakness of the right ex- 
tremities, and was able to speak four words. She 
complained of frequent frontal headaches and di- 
minished vision in the right eye. 

Homonymous hemianopsia on the right, partial 
aphasia, paralysis of both right extremities, with 
extensor plantar response on the right, were noted. 
The left internal carotid pulsation was diminished, 
A lumbar puncture revealed the pressure to be 
normal, protein. 62 mg. per 100 cc., and a negative 
test for syphilis. Exploration of the left internal 
carotid artery in the neck revealed the artery to be 
a firm, nonpulsating strand of tissue. Diagnosis: 
thrombosis of the left internal carotid artery. 


Case 7 

A 55 year old man suddenly became unconscious, 
and right hemiplegia with aphasia ensued one year 
prior to admission. A head injury had rendered the 
patient unconscious at the age of 20, and he had 
had grand mal seizures since the age of 30, con- 
trolled by phenobarbital. A thorough evaluation 
had been made at the age of 45, with cortical atro- 
phy noted by pneumoencephalogram. 

The blood pressure was 180 systolic, 80 diastolic. 
The patient had aphasia, right hemiplegia, and 
increased deep tendon reflexes on the right. A lum- 
bar puncture revealed a normal pressure, 79 mg. 
of protein per 100 cc., and a negative test for syphi- 
lis. A left percutaneous Thoratrast arteriogram re- 
vealed occlusion of the left internal carotid artery. 


Case 8 


A 41 year old man nine months prior to admis- 
sion had noted drowsiness, vertigo, loss of motor 
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power and sensation in the left arm, with slurred 
speech and a generalized headache. The symptoms 
progressed to include paralysis of the left leg. 

On physical examination the right internal caro- 
tid pulsation was found to be absent in the neck. 
There was left homonymous hemianopsia, left facial 
paralysis, paralysis of the left upper extremity, 
and paresis of the left lower extremity, with in- 
creased deep tendon reflexes, and diminished sen- 
sation on the left. A lumbar puncture revealed nor- 
mal pressure, normal protein, and a negative test 
for syphilis. An exploration of the right carotid 
bifurcation revealed the internal carotid artery to be 
a firm, nonpulsating strand of tissue, There was 
pulsation of the external carotid vessels on the 
right. 


Case 9 

A 56 year old white man had noted dull aching, 
intermittent headache, transient clumsiness, and 
numbness of the right hand three months prior to 
the sudden onset of right hemiparesis, paresthesia 
beginning in the right hand and progressing to 
involve the right arm and leg, and partial aphasia. 
Three years previously he had had a coronary oc- 
clusion documented by electrocardiogram. 

The blood pressure was 140 systolic, 85 diastolic, 
pulse 84, respiration 16. The general physical ex- 
amination was not remarkable. Neurologic exami- 
nation revealed a slight motor aphasia with right 
lower facial weakness, deviation of the tongue to 
the right, and right-sided hemiparesis, Deep tendon 
reflexes were hyperactive on the right, with a right 
extensor plantar response. A lumbar puncture re- 
vealed normal protein and pressure. An open caro- 
tid arteriogram revealed thrombosis of the left in- 
ternal carotid artery 2 ecm. distal to its origin, 
with visualization in the skull of the ophthalmic, 
anterior cerebral, and internal carotid arteries (fig. 
1). There were opaque densities in the neck sug- 
gesting calcification of the carotid vessels. 


Analysis of Data 

In analyzing the data presented by these 
9 cases (table 1), we find that the figures 
approximate those tabulated by Johnson and 
Walker'''). There were 7 males and 2 fe- 
males, with ages varying from 33 to 64 
years. Four patients were under 41 years 
of age. The left side was involved in 6 cases, 
the right in 2, and 1 case presented bilateral 
occlusion. Headache occurred in 5 cases, and 
various degrees of mental changes, ranging 
from slight personality change to coma, 
were observed in 6 cases, Paresthesias were 
noted by 4 patients, and eye signs were de- 
tected in 3 patients, 2 presenting homony- 
mous hemianopsia and the other a lower 
nasal quadrantic defect. The most commonly 
associated symptoms occurring together in 
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Table 1 
Analysis of Cases 


Age in years 33-64 Eye signs or 
Sex symptoms 
7 Absent carotid 
pulsations 22% 
Side 
Right 220% Diagnosis of 
Left 66% tumor 55% 
Bilateral 11% Diagnosis of 
Hemiplegia 17% occlusion 22% 
Headache 55% Pre-existing vaseu- 
Aphasia 17° lar disease 22% 
Paresthesias 44% Sudden onset of 
Mental deterioration 66% symptoms oon 
Site of occlusion Transient episodes 33% 
Carotid sinus 55% Deaths 22% 
Higher 44% 


5 patients were hemiplegia or hemiparesis, 
various degrees of aphasia when the lesion 
involved the dominant hemisphere, and vary- 
ing depths of mental changes. The carotid 
pulsations were recorded in only 3 cases. In 
2 cases the internal carotid pulsation on the 
affected side was definitely absent, and the 
occlusion was substantiated by open arterio- 
gram. In the other recorded palpation, the 
pulse on the affected side was thought to be 
slightly decreased as compared with the op- 
posite side. The external method for palpa- 
tion was used here. Mild hypertension in 1 
case was the only evidence of previously 
existing vascular disease. 

As of this writing, 2 patients have expired 
and postmortem examinations were not ob- 
tained. In this series the incidence of eye 
signs was slightly above that of other re- 
ported series"'''”), Eye signs are not com- 
mon with internal carotid occlusion, where- 
as they are frequent with common carotid 
artery occlusion, resulting from the oblit- 
eration of the collateral blood supply 
through the external carotid circulation, 
and the ophthalmic artery, to the internal 
varotid at the level of the anterior clinoid 
process (fig. 1). 

Filling of the internal carotid artery in 
the skull by retrograde external carotid ar- 
tery anastomoses with the ophthalmic ar- 
tery as seen in case 9 has been previously 
reported''*), 

The diagnosis in case 8 was made after 
three separate bilateral injections of the in- 
ternal carotid arteries. This is highly sug- 
gestive of internal carotid artery occlusion, 
though not conclusive, since we have seen 
radiographic occlusion previously in coma- 
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Fig. 1. Angiogram demonstrating needle in common carotid artery, occluded internal carotid artery (arrow 
A), large external carotid system, and retrograde filling of the internal carotid artery via the ophthalmic 
artery (arrow B), 
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tose patients in whom there was no anatomic 
occlusion. Thus the reasoning for explora- 
tion in case 2 after angiogram revealed non- 
filling of the internal carotid artery. 

At present we are using 10 by 12 inch 
films for roentgenograms in order to include 
the needle in the neck, to rule out dye ex- 
travasation, and to detect any calcification 
of the carotid vessels in the neck. 


Comment 


We can conclude from this and other 
series'*'"!") that the syndrome of occlusion 
of the internal carotid artery is not infre- 
quent as once believed, and the clinical pic- 
ture is highly variable’’’’. It deserves a 
place in the differential diagnosis of patients 
presenting motor signs, ranging from slight 
transient weakness to hemiplegia, any de- 
gree of aphasia, and any mental aberrations 
varying from slight personality change to 
dementia or coma. Headache, paresthesias, 
or eye signs may or may not be associated 
with the other findings. Internal carotid ar- 
terial pulsations in the neck above the level 
of the hyoid bone should be routinely ex- 
amined just as other evidence of arterio- 
sclerotic vascular disease is sought. We 
have not routinely practiced the trans- 
pharyngeal method for detecting internal 
carotid artery pulsation. At least three ad- 
vantages can be realized from the routine 
arterial palpation in the neck: the examiner 
‘will be constantly aware of the syndrome, 
establish normal variations, and establish 
the clinical diagnosis when the pulsation is 
absent or sufficiently decreased to arouse 
suspicion. Caution must be exercised in 
carotid palpation in older individuals with 
arteriosclerotic changes of severe degree. 

We feel that surgical exploration of the 
carotid bifurcation, with the addition of 
angiography if necessary, is warranted in 
order to substantiate or determine the diag- 
nosis. Frequently the internal carotid at the 
bifurcation is a thin firm strand filled with 
organized thrombus and there is no need for 
angiography (fig. 2); however, the site of 
occlusion may be higher in some cases‘’. 
In 5 of the cases in this series the occlusion 
was at the carotid sinus, 2 were occluded 
just beyond the sinus, and 2 were intracran- 
ial. The common site of the lesion is in the 
‘arotid bulb within the first 3 cm. of the bi- 
furcation. It has been seen on numerous oc- 


CAROTID ARTERY SYNDROME—NORRIS 


AND OTHERS 


Fig. 2. Anatomic demonstration of common carotid 
artery bifurcation with aspirating needle in the in- 
ternal carotid artery. Insert shows site for neck in- 
cision. 


casions when the arteriosclerotic deposit was 
quite significant in the bulb and the re- 
mainder of the common, internal, and ex- 
ternal carotid vessels were free of sclerotic 
disease. The cause for this fact is not ap- 
parent at present, 


Summary 

1. Spontaneous occlusion of the internal 
carotid artery is not of infrequent occur- 
rence even under 40 years of age. 

2. A brief historical review concerning 
spontaneous thrombosis of the internal car- 
otid artery is presented and 9 additional 
cases are included. 

3. The symptoms, signs, and their com- 
bined occurrence are discussed, 

4. The rationale for routine palpation of 
internal carotid pulsations in the neck is 
presented. 

5. Carotid artery bifurcation exploration 
in open angiography should be used as in- 
dubitable evidence to establish a diagnosis. 

6. Dissection of the carotid arteries in 
the neck should be a part of every postmor- 
tem examination. 
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Fifty-one patients admitted to the Dur- 
ham Veterans Administration Hospital with 
a clinical diagnosis of liver disease comprise 
the material upon which this study is based. 
The purpose of this study is to evaluate the 
accuracy of clinical diagnosis and liver func- 
tion tests as compared with diagnoses made 
by microscopic study of biopsy specimens. 


Materials and Methods 


Specimens of liver tissue were obtained 
from 51 patients clinically considered to 
have widespread liver disease. All but 3 bi- 
opsies were performed with a Vim-Silver- 
man needle, Evaluation is limited to the 5 
tests most frequently employed at our hos- 
pital: bromsulphalein retention, thymol tur- 
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bidity and flocculation, serum protein parti- 
tion, serum alkaline phosphatase level, and 
the measurement of total serum bilirubin. 
Most chemical values were obtained within 
one week previous to biopsy. Those obtained 
more than 11 days previously are excluded. 

The retention of bromsulphalein was 
measured 45 minutes after the injection of 
5 mg. of the dye''’. Serum protein partition 
was accompanied by salting out the globu- 
lin with 26 per cent sodium sulfate. This 
concentration of sodium sulfate slightly 
increases the globulin precipitation over that 
precipitated with the more customary 23 
per cent solution. Weichselbaum’s biuret re- 
agent was used'*’), Thymol turbidity and 
flocculation were measured by a modifica- 
tion of Maclagan’s method’), Alkaline phos- 
phatase was measured in Bodansky units‘*’. 
Total serum bilirubin values were deter- 
mined by the method of Evelyn and Mal- 
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Table 1 
Histologically Normal Liver 


Thymol 


Turbidity Floeculation 


(Units) 


Case No. 


= a 


Normal liver 
” 


loy’®), All measurements were made in a 
Leitz colorimeter, except for bromsulphalein 
retention and thymol flocculation, which 
were measured visually. 

The normal ranges for these tests in our 
laboratory are as follows: 


Thymol turbidity... 
Thymol flocculation 0 -1+- 
Bromsulphalein retention 0-5 per cent 
Serum albumin 3.5 -6.0 Gm./100 ce. 
Serum globulin 2.0-3.5 Gm./100 ce. 
Phosphatase 2.0-4.5 Bodansky units 
Total bilirubin 0.1-1.0 mg./100 ce. 


Results 

Patients with histologically normal livers 
(table 1): Eighteen patients with clinical 
pictures suggestive of liver disease showed 
no histologic change. Abnormal values for 
protein partition, thymol flocculation, brom- 
sulphalein retention, and total bilirubin 
were found in a disturbingly high propor- 
tion of the cases. Clinically, 4 cases had been 
diagnosed as cirrhosis, 7 as viral hepatitis, 
3 as granulomas, 1 as fever of unknown ori- 
gin, 1 as cholangitis, 1 as amyloidosis, and 
1 as hepatomegaly of unknown etiology. 

Patients with cirrhosis, portal fibrosis, or 
fatty liver (table 2) : Twenty-five such cases 
were proved histologically. Chemical abnor- 
malities were most frequent in Laennec’s 
cirrhosis, less so in portal fibrosis, and least 
common in fatty metamorphosis and biliary 
cirrhosis, Clinical opinion as to the types of 
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./100 cc.) 


Serum 
Proteins 
(Gm 
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Phosphatase 
Bodansky 
units) 
Serum 
Bilirubin 
me/100 cc.) 


Bromsulphalein 
retention 

(per cent) 
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an 
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3.7/3.8 
4.3/4.3 


3.9/2.4 
5.4/2.5 


5.8/2.9 


liver diseases present bore little more than a 
chance relationship to the final diagnoses 
established by biopsy. 

Viral hepatitis (table 3): Seven cases of 
viral hepatitis were demonstrated by histol- 
ogic examination. Five were considered to 
be in the acute phase and 2 to be subsiding, 
according to the criteria of the Registry of 
Hepatic Pathology, Armed Forces Institute 
of Pathology. 

Abnormal values were usually obtained by 
all the chemical tests except the alkaline 
phosphatase determination. 


Comment 


The prime and most reliable bases for 
comparison in this study are opinions ob- 
tained from needle biopsy; liver function 
tests and clinical diagnoses are compared 
with the pathologist's histologic diagnosis. 
Nevertheless, it is realized that some his- 
tologic diagnoses based upon needle biop- 
sies may be in error when compared with 
opinions based upon autospy studies of the 
entire liver. 

In this series, the study of needle biopsy 
material ruled out liver disease in 16 of the 
51 cases in which it was clinically diagnosed 
or suspected. Most of the pathologic chemi- 
cal values found in the histologically normal 
group were probably due to the presence of 
extrahepatic or widespread disease (chronic 
bronchitis, case 4; probable collagen dis- 
ease, case 6; nephrosis, case 3). 
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Table 2 
Cirrhosis, Fibrosis and Fatty Liver 


Thymol 


Turbidity 
(Units) 


Histologic 
Diagnosis 


Floceulation 


Laennec’s cirrhosis 
” 


Cirrhosis, unclassified 
Cirrhosis, postnecrotic 
Portal fibrosis 

” ” 


Biliary cirrhosis 
” ” 


(Gm./100 ec.) 


Serum 
Proteins 


Bromsulphalein 
retention 
| (Per cent) 


Phosphatase 
(Bodansky 
(mg/100 cc.) 


= = 


Alkaline 
Bilirubin 


units) 


A/G 


3.3/4.7 
2.9/3.3 
2.9/4.3 
3.5/4.5 
3.8/2.4 
3.8/3.6 
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Table 3 


Viral Hepatitis 


Thymol 


Flocculation 


we 


Viral hepatitis, 
subsiding 


te 
++ otott 


” ” 


Miscellaneous 
Necrosis, portal 
hepatitis 
Parenchymal jaundice 
Portal inflammation 


In two instances the weight of clinical 
and chemical evidence points so strongly 
toward liver disease as to lead one to dis- 
count the normal histologic appearance, Pa- 
tient 10 had a clinical history suggesting 
biliary tract disease of long duration, mul- 
tiple abnormal liver function tests, and a 
papilloma of the gallbladder demonstrated 
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surgically. Patient 12 was an exterminator 
who had been exposed to hepatotoxic chem- 
icals and manifested hepatomegaly, abnor- 
mal bromsulphalein retention and globulin 
values, plus a persistent leukocytosis of 12 
to 15,000, which remained unexplained. 
The problem of distinguishing between 
medical and surgical jaundice arose only 


\ 
| 
Zz 
% 
~ | 
20 26 
21 ” ” 1 1 
22 " ” 1.3 2+ 45 
93 ” ” 20 
24 ” ” 9.7 2+ 
25 ” 
26 35 85 
27 2 41 85 
” 10 
29 
30 35 
31 0.9 0 <5 2.0 0.10 
$2 20 
$3 50 0.45 
34 0.9 0 <5 
35 0 25 
36 ” 3.9 
37 af 10 8.3 0.45 
38 Fatty liver 0.5 0 5 1.5 0.35 
39 #4 sg 12 3.7 0.55 
40 ” 4g 0.7 0 0.65 
41 0.1 0 7 0.40 
42 Ps 0.7 0 <5 1.0 0.55 
43 1.5 0 5 1.6 2.95 ; 
Hi 
44 Viral hepatitis, acute 30 6.7 = mz 
45 ‘a 15 13.2 7.9 
46 16 30 7.3 4.95 
47 42 3.7 50 1.8 || 
5 ” “4 ”, 14 0.9 30 6.5 6.05 
4.9 23 8.0 5.10 
b ” 87 1.9 10 8.5 || | 1.25 
49 ” None 
| 


January, 1956 


Table 4 


Proportion of Abnormal Chemical Values 
To Number of Cases Tested 


Biopsy Diagnosis 


Bilirubin 
Phosphatase 


Normal 
Laennec’s cirrhosis 
Portal fibrosis 
Fatty liver 
Biliary cirrhosis 
Cirrhosis, other 
Viral hepatitis 
Case 50 

Case 51 


9/31 
29% 


20/42 
46% 


23/40 
57% 


TOTAL 
ABNORMAL 


20/34 
35% 
twice. In neither instance was histologic 
examination particularly helpful. In patient 
50, a 46 year old white man with marked 
jaundice of rapid onset and chemical find- 
ings strongly indicative of biliary obstruc- 
tion, the histologic picture was of no value 
in the differential diagnosis. Autopsy dem- 
onstrated common duct obstruction by car- 
cinoma of the head of the pancreas. In pa- 
tient 51, a 64 year old white man with a 
similar history and chemical pattern, the 
major histologic finding was biliary stasis 
with portal inflamation consistent with 
the clinical diagnosis of hepatitis secondary 
to chlorpromazine therapy. 

The correlations between histologic and 
biochemical findings agree in general with 
those recorded in the literature'®’. The most 
sensitive test in all types of hepatocellular 
disease was the measurement of bromsul- 
phalein retention (table 4). Measurements 
of total bilirubin and of serum albumin and 
globulin were less sensitive indicators of 
parenchymal damage and frequently yielded 
abnormal values in patients with nonhepatic 
ailments. Total serum protein determina- 
tions were of no diagnostic value. Alkaline 
phosphatase levels were fairly often abnor- 
mal in chronic liver disease, but only once 
in viral hepatitis. The chief value of the 
thymol reaction seemed to be in the diag- 
nosis of viral hepatitis. The chemical find- 
ings supported the histologic diagnosis in 
75 per cent of the cases studied chemically, 
but were of little aid in differentiating the 
types of parenchymal disease from one an- 
other (table 5). 

The clinical opinion as to the presence of 
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Table 5 


Comparison of Histologic with Chemical Findings 

Biopsy Diagnosis Yes No 
Supported by Chemical Studies 

Laennec’s 10 1 

Cirrhosis, unclassified l 

Cirrhosis, biliary 0 

Portal fibrosis : 

Fatty liver 

Viral hepatitis 

Portal inflammation 

Parenchymal jaundice 

Portal hepatitis and necrosis 

Normal 


TOTAL—44 


Cirrhosis, 


Table 6 


Comparison of Clinical Diagnosis 
With Biopsy Findings 
Histologic Evidence of Disease 

Clinical Diagnosis Present Absent 
Cirrhosis, Laennec’s 13 
Cirrhosis, unclassified 
Cirrhosis, biliary 
Hepatitis 
Granuloma 
Lymphoma 
Hemochromatosis 
Amyloidosis 
Liver disease, unspecified x 


*TOTAL—52 34 
Percentage of total 65% 
*Two biospies were done in Case 5, resulting in 
different histologic findings. 


Table 7 


Number of Clinical Diagnoses Changed 

By Biopsy Findings 

No. Cases 

Significant improvement 56 
Minor change 4 
Misleading change 2 4 


Per Cent 


Total changed 64 
Total unchanged 36 


100 


Number of cases 


liver disease was borne out by biopsy study 
in 65 per cent of the cases (table 6). Iden- 
tification of the type of liver disease rested 
largely on the histologic findings, which 
significantly and usefully modified the ini- 
tial diagnosis made on 56 per cent of the 
patients (table 7). 


Summary 

Fifty-one patients diagnosed clinically as 
having diffuse liver disease were studied 
by means of “liver function’ tests and by 
biopsy. 

Needle biopsy was by far the most accu- 
rate diagnostic tool, It resulted in signifi- 
cant and useful improvement in diagnostic 
precision in 56 per cent of the cases. 
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Clinical diagnosis showed a rough agree- 
ment with the histologic findings in 65 per 
cent of the patients. 

The results of the liver function tests 
supported the histologic findings in 75 per 
cent of the cases studied chemically. 


References 

1, (a) Rosenthal, 8. M., and White, L.: Clinical Appli- 
cation of Bromeulphalein Test for Hepatic Function, 
J.A.M.A, 84:1112-1114 (April) 1025. (b) Mateer, J. G., 
Baltz, J, 1., Marion, D, F., and MaeMillan, J, M.: Liver 
Function Tests: General Evaluation of Liver Function 
Teste and Appraisal of Comparative Sensitivity and Re 
liability of Newer Tests, with Particular Kmphasis on 
Cephalin-Cholesterol Flocculation Test, Intravenous Hip 
purie Acid Test and Improved Bromesulphalein Test with 
New Normal Standard, J.A.M.A. 121:728-728 (March 6) 
1048. 
(a) Gornall, A. G., Bardawill, C. J., and David, M. W.: 
Determination of Serum Proteins by Means of Biuret Re 
action, J, Biol. Chem, 177:751-766 (Feb.) 1949. (b) Welch: 
selbaum, T. B.: Accurate and Rapid Method for Deter- 
mination of Proteins in Small Amounts of Blood Serum 
and Plasma, Am. J. Clin. Path,, Tech, Sect, 10:40-49 
(March) 1046. 
(a) Maclagan, N. ¥F.: Thymol Turbidity Test: New In- 
dicator of Liver Dysfunction, Brit. J. Exper. Path, 25: 
294-241 (Dec.) 1944. (b) Shank, R. F., and Hoagland, C. 
L.: Modified Method for Quantitative Determination of 
Thymol Turbidity Reaction of Serum, J, Biol, Chem, 162: 
1989-188 (Jan.) 1046. (ec) Neefe, J. R.: Results of Hepatic 
Tests in Chronic Hepatitis without Jaundice; Correla 
tion with Clinical Course and Liver Biopsy Findings, 
Gastroenterology 7:1-19 (Jan.) 1946. 
(a) Bodansky, A.: Phosphatase Studies: Determinations 
of Serum Phosphates: Factors Influencing Accuracy of 
Determination, J, Biol. Chem, 101:98-104 (June) 1988. (b) 
Woodard, H. Q.: Acid and Alkaline Glycerophosphatase 
in Tissue and Serum, Cancer Research 2:497-598 (July) 
1042, 
(a) Malloy, H. T., and Evelyn, K. A.: Determination of 
Bilirubin with Phosphatase Colorimeter, J, Biol. Chem. 
119:184-400 (July) 1987, (b) Dueel, Hi., and Watson, C, 
J.: Quantitative Determination of Serum Bilirubin with 
Special Reference to Prompt Reacting and Chloroform- 
Soiuble Types, J, Lab, & Clin, Med, 80:293-800 (April) 
1045, 
(a) Popper, H., Steigmann, F., and Szabto, P. B.: Quan 
titative Correlations of Morphologie Liver Changes and 
Clinical Tests, Am. J. Clin. Path, 19:710-724 (Aug.) 1949. 
(b) Franklin, M., Popper, H., Stelgmann, F., and Ko- 
zoll, D. D.: Relation Between Structural and Fuctional 
Alterations of Liver, J. Lab. & Clin. Med, 83:485-447 
(April) 1048, (c) Moyer, J. H., and Wurl, 0. A.: Liver 
Biopsy: Correlation with Clinical and Biochemical Ob- 
servations, Am. J, M. Se, 221:28-87 (Jan.) 1951, (d) 
Smetana, H. F., Keller, T. C., and Dubin, I. N.: Sym- 
posium on Diseases of the Liver: Histologic Criteria for 
Differential Diagnosis of Liver Disease in Needle BI- 
opsies, Rev, Gastroenterology 20:227-244 (April) 1958. (e) 
Popper, H.: Liver Disease: Morphologic Considerations, 
Am, J. Med, 16:98-117 (Jan.) 1954. 


Discussion 


Dr. June U. Gunter (Durham): Dr. Andrews’ 
study, it seems to me, confirms the work of others 
who have found that needle biopsy of the liver is 
the best known procedure to establish the nature 
of liver disease. The clinical laboratory tests used 
in this correlative study are in common use, The 
value of these tests, in general, in indicating the 
presence of liver disease has been confirmed, Since 
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the liver has many functions, it is probable that no 
test or combination of tests will ever be devised to 
tell us all about its functions and structure. 

Needle biopsy offers the advantage of a wedge- 
shaped specimen taken directly from the edge of 
the liver. Deeper tissue is obtained, and it is likely 
to give a more accurate appearance of the defects 
which may be present. 

Eighteen of the 52 patients which Dr. Andrews 
has reported had histologically normal livers which, 
by chemical studies, gave indication of liver dis- 
ease. We shouldn’t be too alarmed by this fact. The 
same is true of several other organs we could men- 
tion. For instance, the brain, the spleen, or the 
pancreatic glands can function abnormally without 
showing significant histologic changes. 

Dr. Andrews reported that of cases showing his- 
tologic evidence of liver disease, the chemical tests 
supported the biopsy diagnosis in about 75 per cent. 
Since the liver has a good reserve capacity, it stands 
to reason that, at least in chronic liver disease, 
there can be considerable structural alteration with- 
out any significant disturbance of function, One can, 
therefore, never expect to achieve 100 per cent cor- 
relation with the present so-called liver function 
test. 

The correlation achieved in this report is probably 
as good as can be expected at the present. It was 
pointed out that the bromsulphalein test was the 
most sensitive indicator of hepatitis to cellular dis- 
ease, and that the thymol reaction is of consider- 
able value in viral hepatitis. We have had limited 
experience with the zine sulphate test, which may 
supersede the thymol turbidity test, since it seems 
to be independent of blood lipids. We believe that 
the alkaline test will be of considerable help in 
differentiating the so-called cholangitic form of 
hepatitis from obstruction of the common bile duct. 
Watson and Hoffbauer have pointed out that the 
alkaline phosphatase test is slightly or moderately 
elevated in cholangitic hepatitis or viral hepatitis, 
but never to the degree found in obstruction of the 
common bile duct. In the few cases we have seen 
in which exploration of the common bile duct yielded 
no evidence of obstruction, the appearance of the 
liver suggested hepatitis. Generally, in cholangitic 
hepatitis the alkaline phosphatase, while usually 
slightly elevated, is never as high as in genuine 
obstruction of the common bile duct. 

Pathologists who are receiving or are going 
to receive, needle biopsy specimens of the liver for 
study should become familiar with the histologic 
criteria for the differential diagnosis of liver dis- 
ease as published by the Registry of Hepatic Path- 
ology. This scheme classifies liver lesions into four 
groups. 

I wish that more of our clinical colleagues had 
heard Dr. Andrews’ paper, since it is they who gen- 
erally decide when a needle biopsy is to be done and 
who generally do it. We pathologists would then 
have to learn something about the interpretation 
of these studies, 
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Every practicing physician, and especi- 
ally the recent medical graduate, is aware 
that carcinoma of the stomach constitutes 
one of the greatest problems in the field of 
malignant disease at the present time. Au- 
topsy statistics indicate that 6 per cent of 
all deaths in men over 20 years of age are 
due to gastric cancer and that the incidence 
increases to 9 per cent between the ages 
of 50 and 70. 


As indicated in a previous publication”), 
the prognosis in gastric carcinoma is ex- 
tremely poor. Cooper’) has stated that the 
intensive effort of the medical profession in 
the treatment of cancer of the stomach has 
met with more discouraging results than 
any other malignancy, and that it is unusual 
for a physician to witness a cure regardless 
of the method of treatment. 

The importance of early diagnosis in any 
type of malignancy has been emphasized 
by physicians and publicized by the Ameri- 
can Cancer Society. The insidious onset of 
symptoms in 65 to 75 per cent of the cases 
of gastric cancer, however, almost precludes 
an early clinical diagnosis; therefore, it is 
the asymptomatic patient who offers hope 
for a possible cure. 

Public interest in the problem of cancer 
has been greatly stimulated during the past 
few years. More recently, mass surveys 
have been conducted to detect cancer of the 
stomach in its early and asymptomatic 
stage. The practicality of such surveys by 
the photofluorographic method has been 
demonstrated by Swenson and Wigh" of 
Jefferson Medical College, and Morgan and 
Roach" of Johns Hopkins Hospital. 

Wigh and Swenson has reviewed the work 
of Roach and Sloan, who found, among 
10,000 examinations of dispensary patients, 
5 asymptomatic carcinomas of the stomach. 
Using the photofluorographic method in his 
work-of 1947, Swenson found 3 unsuspected 


“ases. Wangensteen™ and found 
14 such cases in a survey of asymptomatic 
patients, making a total of 23 cases in three 
different clinics, with an operability rate 
of 95 per cent and a projected five-year sur- 
vival rate of 43 per cent. Swenson empha- 
sizes the significance of this total by point- 
ing out that it is equivalent to about 250 
symptomatic cases of carcinomas of the 
stomach. 


Materials and Method 

In March, 1949, the North Carolina State 
Board of Health began the first mass survey 
by the use of a Mobile Gastric Unit. The sur- 
vey was started in Durham; the unit was 
set up in a parking lot adjacent to the City 
and County Health Department. Subsequent 
surveys were conducted in Roanoke Rapids, 
Wilmington, and Raleigh. A total of 10,187 
patients had x-ray examinations of the 
stomach by the photofluorographic method. 
All patients were seen by appointment and 
only those more than 35 years of age were 
accepted for examination unless a request 
was presented from the referring physician. 


Equipment 

The equipment consists of a 300 millam- 
pere Westinghouse Radiographic unit, with 
an adapted Schmidt-Helm camera for photo- 
fluorographic work installed under the table 
similar to the equipment used in other clinics 
for gastric survey work. The machine was 
installed in a trailer which was constructed 
with the necessary ancillary equipment such 
as dark room, two dressing rooms, barium 
kitchen, and secretarial and record office. 
The overall equipment constitutes a small 
x-ray department (figs. 1, 2, 3, 4.) 
Method of examination 

The examinations were done without any 
change in the patient’s clothing. The only 
necessary preparation was to abstain from 
food or drink from four to six hours. A 
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Fig. 1. Trailer in which the miniature x-ray de- 
partment is set up. 


Fig. 4. The Schmidt-Helm camera located under 
the radiographic table. 


series of six 70 mm. films were taken of each 
patient in the following positions: right an- 
terior oblique for the esophagus; A.P. and 
PA of the stomach after the patient had 
been given 2 ounces of barium for study of 
the gastric mucosa; three additional films 
of the stomach in the right anterior oblique 
position after the patient had drunk 4 ad- 
ditional ounces of barium sulphate. The de- 
tails demonstrated in such study are illus- 
trated in figures 5, 6, 7, 8, 9. 


Method of recording 


Although the purpose of this study was 
co evaluate further the efficacy of the photo- 
fluorographic method of examining the stom- 
ach for the detection of gastric cancers, any 
other abnormality noted on the films which 
: might be of clinical significance was also 


recorded. All films were interpreted by us. 
Since this was a mass survey, the study 


Fig. 3. Technician placing patients in position for Could not be limited to asymptomatic pa- 
x-ray studies. tients, as were the studies of Wigh and 
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Fig. 5. A series of films 
taken on each patient. 
(Figures 6, 7, 8, and 9 
are enlargements of the 
miniature film. Note the 
detail visible in these 
enlargements.) 


Figure 6 


Figure 


Swenson ‘*', Roach and Sloan’. Virtually 
all patients enumerated symptoms. 

The findings were reported to the family 
physician as well as to the patient, with rec- 
ommendations as to follow-up study. In the 
report to the patient, he was advised to con- 
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Figure 9 


sult his family physician for follow-up study 
if symptoms persisted. 


Findings 

Abnormalities 

Of a total of 10,187 patients examined, 
68.9 per cent were women, as outlined in 
table 1. Some abnormality was noted in 
1,559 patients (table 2). Of the patients 
with abnormalities, 739 had follow-up stud- 
ies by routine roentgenologic examination 
of the stomach, including fluoroscopy and 
films. Three hundred and eighty-nine were 
positive (table 2). In an additional 152 
cases, there was adequate clinical follow-up 
study to justify the conclusion outlined in 
table 4. 


Malignant growths 

These statistics show a find of positive 
malignancy of the gastrointestinal tract in 
28 cases and a suspicion of malignancy in 
29 other patients on whom no follow-up in- 
formation could be obtained (table 5). 

Twenty-five of the 28 patients with malig- 
nant lesions were operated on. These lesions 
included 2 of the esophagus, 21 of the stom- 
ach, and 2 described as being in the duo- 
denum which were primary carcinomas of 
the pancreas. The 2 cancers of the esophagus 
had metastasized to the lungs and liver at 
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the time of exploration. Operations were 
performed on 21 of the patients with gastric 
cancer, 6 of which were limited to explora- 
tion. Ten of the resections were palliative 
and 5 were curative—that is, there was no 
definite evidence of glands at the time of 
operation. 


Both of the lesions in the region of the 
duodenum, as noted above, were primary 
carcinomas of the pancreas, and surgery 
was limited to exploration. 


Comment 

That small gastric lesions offer more 
promise of cure is emphasized by Walter, 
Gray, and Priestley’) of the Mayo Clinic, 
who separated from 10,890 carcinomas of 
the stomach 105 cases in which treatment 
was limited to local excision, and yet which 
had a five-year survival rate of 42.9 per 
cent. 


In an attempt to evaluate the photofluoro- 
graphic method of x-ray examination of the 
stomach, we feel that its greatest worth will 
be found not in mass surveys, but in yearly 
studies of large numbers of patients more 
than 45 years of age. By such studies it may 
be possible to determine something of the 


accuracy of this method of diagnosing car- 
cinoma of the stomach, and also perhaps to 
learn something about the rate of growth of 
these lesions. It is true that the ones we 
found were all sufficiently large to be easily 
demonstrated on the x-ray films; however, 
we believe that the diagnostic accuracy of 
photofluorography approaches, but does not 
equal, that of a routine gastrointestinal 
series. Just how early can we diagnose gas- 
tric cancer by x-ray? That is a moot ques- 
tion and can best be answered by the roent- 
genologist from the number of individual 
cases that he has diagnosed sufficiently early 
for a cure. 


Summary 


1. A mass survey of 10,187 patients by 
the Gastric Mobile Unit was conducted by 
the North Carolina State Board of Health. 


2. The accuracy of the study seems to ap- 
proach that of a regular gastrointestinal 
series. 

3. Gastric photofluorography seems to 
have its greatest value in a study of a large 
number of individuals in the cancer age 
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group in order to determine something about 
the growth of the disease. 


4. The percentage of false positives—4.2 
per cent—closely simulates the work done 
in other clinics. 
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Mucormycosis of the Central Nervous System 
A Case Report 


SMITH FOUSHEE, M.D. 
and 


The purpose of this paper is to report a 
case of mucormycosis of the central nervous 
system which occurred as a postoperative 
complication. The medical literature includes 
reports of 9 cases of mucormycosis of the 
central nervous system"), and a tenth 
case is briefly mentioned’). Gregory and 
others”), in 1943, reported 3 cases of mucor 
infection of the central nervous system in 
diabetic patients. All subsequent reports of 
mucormycosis of the central nervous system 
have underscored the importance of lowered 
host resistance or ecologic factors, such as 
diabetes, which favor the growth of the or- 
ganism, but there are no records of the oc- 
currence of mucormycosis of the central 
nervous system as a postoperative compli- 
cation. 


Case Report 
A 65 year old white woman was admitted 
to the North Carolina Baptist Hospital on 
September 7, 1954, complaining of a grad- 
ually enlarging tender mass in the right 
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of the State of North Carolina, Pinehurst, May 4, 1055. 


From the Department of Pathology of the Bowman Gray 
School of Medicine of Wake Forest College and the Labora 
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upper abdomen. For 10 years prior to ad- 
mission she had attributed recurring dys- 
pepsia to gallbladder calculi which had been 
demonstrated by x-ray examination. Seven 
years prior to admission she had prolonged 
hematuria, which disappeared after surgi- 
cal removal of a urinary bladder lesion of 
unknown type at another hospital, Ten 
months prior to admission she was success- 
fully treated for herpes zoster at the level 
of the left D-10 dermatome and similar 
right-sided involvement. For four months 
preceding her hospitalization she had per- 
sistent sharp right flank pain requiring co- 
deine for relief, accompanied by anorexia, 
and a weight loss of 7 pounds. She vomited 
once on the morning of admission. The only 
history consistent with diabetes mellitus 
was numbness of the third, fourth, and fifth 
toes bilaterally for 10 months, and the 
death of a brother with diabetes. 


Physical examination 


She was a well developed, pale, thin, el- 
derly, white woman. The temperature was 
98.6 F., pulse 88 per minute, respirations 
16 per minute, and blood pressure 186 sys- 
tolic, 102 diastolic. The significant physical 
findings were diffuse tenderness of the ab- 
domen, most marked in the right flank, and 
a 4 by 3 cm. smooth tender mass in the an- 
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terior axillary line just below the costal 
margin. The mass moved with respiration. 


Hospital course 


At the time of admission, hemoglobin was 
15.2 Gm. per 100 cc., red blood count, 5,- 
500,000 cells per cubic mm., and white blood 
count 11,500 per cubic mm., of which 68 
per cent were neutrophilic granulocytes, 4 
per cent eosinophils, 2 per cent basophils and 
26 per cent lymphocytes. Urinalysis, blood 
urea nitrogen, serum bilirubin, serum amy- 
lase, and icterus index determinations were 
normal. An electrocardiogram was normal. 
Roentgenograms of the chest, abdomen, and 
thoracic and lumbar vertebrae were inter- 
preted as biliary calculi and minimal diffuse 
demineralization of the dorsal and lumbar 
vertebral bodies, with slight left lumbar 
scoliosis. Roentgenograms of the gastroin- 
testinal tract, gallbladder and urinary sys- 
tem, using radio-opaque media, were inter- 
preted as demonstrating nonfunctional gall- 
bladder with probable calculus in the cystic 
duct and distortion and slight compression 
of the second part of the duodenum by a 
retroperitoneal mass. Cystoscopic examina- 
tion was negative. 

A medical consultant noted that the pa- 
tient was a fair operative risk in spite of 
diminished cardiac reserve, hypertensive 
vascular disease, and questionable episodes 
of angina pectoris. Accordingly, on Septem- 
ber 15, 1954, a cholecystectomy and explora- 
tion of the common duct were performed, 
using endotracheal ether, nitrous oxide and 
oxygen, and cyclopropane anesthesia, dur- 
ing which a T-tube was inserted in the com- 
mon bile duct. After removal, the gallblad- 
der measured 12.0 by 5.0 by 4.5 em. and con- 
tained numerous small stones and a 4.5 by 
2.5 by 2.0 em. stone lodged at the proximal 
orifice of the cystic duct. She withstood the 
procedure well and made satisfactory pro- 
gress during the immediate postoperative 
period, 

Treatment included parenteral fluids dur- 
ing the first two postoperative days and 
daily doses of 400,000 units of penicillin and 
0.5 Gm. of dihydrostreptomycin. On Sep- 
tember 23, 1954, a cholangiogram was in- 
terpreted as normal and the antibiotics were 
discontinued. The serum bilirubin was 0.5 
mg. per 100 milliliters, and the icters index 
was 10 on the same day. However, the white 
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blood count was 37,000, with 89 per cent 
granulocytes, the red blood cell count was 
4,800,000, and the hemoglobin was 13.5 
Gm.; sugar in the urine was 4 plus, and 
there was a trace of protein, 10 to 12 white 
blood cells per high power field, occasional 
yeast cells, and a few hyaline and many 
granular casts, 

The day after the cholangiogram the T 
tube was removed from the common duct, 
but the patient complained of headache and 
pain in the left cheek. During the day red- 
ness, swelling and induration of the left 
malar and periorbital soft tissue, ptosis of 
the left eyelid, a dilated, fixed pupil, loss of 
extraocular movements on the left, and in- 
creasing lethargy developed. During the 
succeeding 24 hours her temperature rose 
to 100.2 F., and her heart rate increased 
from 90 to 120 beats per minute. She had 
complete left internal and external ophthal- 
moplegia, conjunctival edema, loss of cor- 
neal sensation and the sensations of pain 
and touch on the left side of the face, and 
complete peripheral weakness of the mus- 
cles supplied by the left facial nerve. A non- 
specific eruption appeared on the skin about 
the left eye, but the ocular media were clear 
and there were no papilledema or disten- 
tion of the retinal veins. The left tympanic 
membrane was slightly edematous and red, 
and there was tenderness over the left mas- 
toid. The lumbar cerebrospinal fluid was 
clear; the initial pressure was 45 mm. of 
spinal fluid and the closing pressure was 30 
mm. of spinal fluid. The cell count was 44 
red blood cells per cubic millimeter, Pandy’s 
test was negative, and protein 73 mg. per 
100 milliters. No growth was obtained 
on culture. 


Dysphagia and weakness developed on 
the right side of the body and the patient be- 
came progressively more lethargic, semi- 
stuporous, and finally comatose, Treatment 
was supportive except for administration of 
Aureomycin. At one time the respirations, 
which were slow and deep, dropped to a rate 
of 8 per minute, but increased with admini- 
stration of stimulants. On the day of death 
she responded only slightly to painful stim- 
uli, the skin over the involved areas of the 
face was gray-white, and the discoloration 
had spread to the right peri-orbital region. 
The rectal temperature rose to 103.0 F., and 
the pulse rate to 160 per minute, while the 
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Fig. 1. Mucor and a granulocytic exudate on the cas of the bulb of the left aia nerve (130 x). 


blood pressure fell progressively. She died 
on the twelfth postoperative day. 


Postmortem examination 

The examination was performed three 
hours after death. 

There was a mottled brown and red on 
blue circumscribed area on the skin of the 
face extending upward from the left malar 
region around the left eye and a short dis- 
tance across the bridge of the nose towards 
the right eye. The left cornea was cloudy. 
The heart and great vessels were not re- 
markable, and the lungs appeared moder- 
ately hyperemic and edematous, particularly 
in the lower lobes. On the mucosal surface 
of the duodenum, just distal to the pylorus, 
there was a 1.2 by 0.7 cm. ulcer. The liver 
weighed 1,450 Gm., and within it were four 
circumscribed yellow and red soft foci, the 
largest of which measured 0.5 by 0.3 cm. in 
cross-section, The right kidney had a nearly 
spherical, circumscribed, and apparently en- 
capsulated mass measuring 4 cm. in greatest 


dimension, The mass was firm and lobulated, 
and its external surface was mottled yellow 


and red. The periphery of the sectioned sur- 
face was red-orange, and its central part 
was green-gray and gelatinous. The thyroid 
weighed 8 Gm., and had nodules up to 1.5 
em. in diameter. Within the pituitary be- 
tween the anterior and posterior lobes was 
a 0.8 by 0.4 by 0.4 cm. firm, orange trans- 
lucent mass, with its long axis directed 
transversely. The brain weighed 970 Gm. 
Its sulci were wide and its gyri narrow, but 
it was otherwise not remarkable. The gall- 
bladder and appendix were absent and the 
remaining tissues and organs had no sig- 
nificant abnormalities. 


Microscopically, the principal central ner- 
vous system findings were in the region of 
the bulb of the left olfactory nerve. The bulb 
was surrounded by a large number of gran- 
ulocytes in a fibrinous mesh-work, and gran- 
ulocytes were present perivascularly with- 
in the bulb, Within the left olfactory bulb 
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Fig. 2. Higher power magnification of the same area shown in figure 1. 


and surrounding it were scattered clear, tu- 
bular, nonseptate, branching structures 
which stained pink with hematoxylin and 
eosin and red-purple with the periodic acid 
Schiff stain. In the leptomeninges about the 
optic chiasm, the cortex of the orbital gyri, 
and the pons, small to moderate numbers 
of leukocytes, predominantly granulocytes, 
were present, many of which were situated 
perivascularly. 

The lungs were moderately hyperemic and 
had foci of edema, hemorrhages, vesicular 
emphysema, and atelectasis. The esophageal 
mucosa was focally denuded of its epithel- 
ium, and there was a healing ulcer of the 
duodenum just beyond the pylorus. The 
hepatic cells had scattered fat vacuoles, and 
a few nuclei were large and vesicular. A 
small abscess was present in the liver, along 
with smaller foci of granulocytes about 
which the liver cells were necrotic. There 
was moderate focal inter- and intra-lobular 
pancreatic fibrosis, but the islets of Langer- 


hans appeared normal, and the beta cells 
were normally granular on use of the 
Gomeri stain. The mass in the right kidney 
was composed of cylindrical to polyhedral 
cells, typical of a cylindrical cell carcinoma, 
No metastases were present. The remaining 
organs and tissues examined were unre 
markable or had minor abnormalities not re- 
lated to the final illness. 


Comment 


Mucor is one of the common bread molds 
belonging to the Mucoracea family in the 
order Mucorales, a member of the class 
Phycomycetes. The fungus is characterized 
by long, wide, hyphae which branch in a 
nonseptate manner and bear terminal spor- 
angia when oxygen is abundant. The or- 
ganism or its spores is widely distributed 
and present in air and food. 

Human mucormycosis is uncommon, but 
has been described as a disseminated infec- 
tion and as involving individual organs and 


| 
| 
. 


NORTH CAROLINA MEDICAL JOURNAL 


> 


+e 


_s 


January, 1956 


Fig. 3. Mucor surrounded by an inflammatory reaction in the center of the bulb of the left olfactory 


nerve (260 x). 


systems. Based on the distribution of Mu- 
coracea in air and food, theoretically the 
skin, respiratory passages and gastrointes- 
tinal system are probably the most frequent 
sites of primary involvement. In this case 
the organism was found only in the brain, 
and its presence or absence in the skin of 
the face or the nasal passages was not 
verified, 


Age, sex, race, and occupation do not ap- 
pear to be important factors predisposing 
to mucormycosis, but the severity of the dis- 
ease varies greatly. Under conditions favor- 
ing the host, the infection may resolve spon- 
taneously or may respond to local treatment. 
A large proportion of recorded cases, in- 
cluding all of those in which the central 
nervous system was involved, have termi- 
nated fatally. 

Diabetes mellitus is a known predispos- 
ing factor in fatal mucormycosis, In the 
absence of diabetes, Zimmermann has 


cited three factors favoring dissemination 
of mucor and similar fungi—namely, poor 
host resistance, a point of lowered resis- 
tance, and an ecologic disturbance favoring 
the organism. 


To these three factors, a fourth probably 
should be added—namely, the pathogenicity 
of the organism. Species identification has 
not been possible in most reported cases of 
mucormycosis because of failure to isolate 
the fungus by culture. Therefore, few data 
are available on the relationship between 
pathogenicity and species. In this case we 
were not able to obtain any new knowledge 
of this relationship. Tissue for culture was 
removed from the brain stem and frozen 
for preservation prior to culture inocula- 
tion, but the only organism isolated was an 
unidentified yeast considered to be a con- 
taminant. 

Recent reports indicate that any disease 
or injury sufficiently severe to lower host 
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resistance below an unknown critical level 
may predispose to mucormycosis. This case 
suggests that surgical procedures have a 
similar predisposing effect, particularly if 
accompanied by bacterial infection. The 
micro-abscesses in the liver were considered 
to be of bacterial origin, probably by biliary 
extension or from septicemia; however, 
postmortem blood cultures were negative. 
The history, course and strongly positive 
urine sugar determination suggest that un- 
controlled diabetes may have been a con- 
tributing factor, but no confirmatory blood 
sugar determination was performed and 
there were no histologic alterations in any 
of the organs strongly suggestive of dia- 
betes mellitus. 

The point of lowered resistance may be 
any site in the body altered by disease or 
injury which affords a portal for entry of 
the fungus. The portal of entry and the 
mechanism through which it was provided 
are not known in this case. The nasal pas- 
sages and nasal accessory sinuses were not 
examined radiographically or post mortem, 
nor was the skin of the face examined his- 
tologically before or after death. The promi- 
nence of the fungus about the bulb of the 
left olfactory nerve suggests that intra- 
cranial extension may have oceurred through 
the cribriform plate. 

Recently the antibiotics and drugs which 
influence the activity of the adrenal cortex 
most often have been incriminated in alter- 
ing the host tissue response to favor growth 
of saprophytic organisms. That fatal fungus 
infections are on the increase has been a 
favorite topic for speculation. It is perhaps 
significant that some of the recent reports 
of fatal mucormycosis emphasize the ab- 
sence of diubetes mellitus, whereas this dis- 
ease was present in nearly all cases of mu- 
cormycosis reported in the pre-penicillin 
era. Antibiosis of the normal bacterial flora 
to fungi may theoretically be upset by de- 
struction of the former so that fungi acquire 
pathogenic properties. In this manner the 
administration of antibiotics may have fa- 
vored mycotic infection in this patient. 


MUCORMYCOSIS—FOUSHEE AND BECK $1 


The characteristic tendency of the Mu- 
coracea to invade blood vessels and produce 
extensive tissue necrosis was not a promi- 
nent feature of the central nervous system 
involvement in this patient. 

The diagnosis of mucormycosis in this 
case was based on the characteristic mor- 
phology of the fungus in the tissue, Muco- 
racea have never been cultured from the 
central nervous system post mortem, and 
an absolute diagnosis of the disease must 
await isolation of the organism. 

There is no known effective treatment for 
disseminated mucormycosis. 


Summary 
The first report of a case of mucormycosis 
of the central nervous system as a postsur- 
gical complication has been presented. Hu- 
man mucormycosis has been discussed 
briefly and factors predisposing to fatal in- 
fection by this organism have been reviewed. 


Addendum 
Since this paper was presented at the Medical 
Society of the State of North Carolina, two addi- 
tional cases of cerebral mucormycosis been 
reported. Rhizopus oryzae was isolated and identi- 
fied in one of them!*), 


have 
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Mediastinal Tumors: A Review of Sixty-Three Cases 
W. C. SEALY, M.D. 


and 
W. GLENN YOUNG, JR., M.D. 


Mediastinal tumors are composed of many 
different neoplasms and from long usage 
include tumors adjacent to the mediastinum. 
In this discussion the tumors treated on the 
Thoracic Surgical Service of Duke Hospital 
since 1947 will be reviewed. With so many 
varied and complex lesions it is not possible 
to cover, in any detail, specific tumors. Since 
these tumors are easily shown by simple 
x-ray studies, the discussion will emphasize 
the problems posed by the demonstration of 
such a tumor. 


Distribution of Tumors 

Thyroid 

The distribution of the mediastinal tum- 
ors is shown in table 1. Lesions of the thy- 
roid, 13 in number, make up the largest 
group. With three exceptions, the enlarged 
thyroid extended into the mediastinum from 
the normal thyroid location. Two were true 
isolated benign intrathoracic goiters. One 
was a recurrence of a thyroid carcinoma in 
a mediastinal lymph node. The total dura- 
tion of this latter patient’s illness was nine 
years, and there has been a two-year sur- 
vival since removal of the mediastinal re- 
currence. In all but 3 instances the thyroid 
was removed from the neck. In 2 of these 
instances the lesion could be removed by a 
thoracic incision alone. In some cases it may 
be impossible to remove the lesion through 
the lateral chest wall because of the origin 
of the blood supply in the neck. It is now 
our practice to approach all suspected thy- 
roid tumors from the anterior part of the 
chest or, if the diagnosis is certain, through 
the neck. The indications for surgery in this 
group are obvious. 


Neurogenic 

Thirteen tumors arising from nerve ele- 
ments were the next most common medias- 
tinal tumors. Some of them were actually 
in the chest wall and not in the medias- 
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tinum. Two were sympathicoblastomas of 
very high grade malignancy. The remaining 
were benign and varied from neurofibromas 
to neurilemmomas. Two cases of intrathor- 
acic neurofibromas associated with multiple 
neurofibromatosis, or Von Recklinghausen’s 
Disease, were explored. These intrathoracic 
neoplasms were benign, but were so num- 
erous that excision was not possible. Nearly 
all the neural tumors were located pos- 
teriorly and could not be differentiated from 
the meningoceles or osteochondromyxosar- 
comas. In 3 cases of benign tumors root 
pain was present before surgery. All the 
others were asymptomatic. The indications 
for surgery in the asymptomatic ones were 
for diagnosis. An occasional neurofibroma 
will invade the neural canal, but this was 
not noted in this series. Some will become 
malignant, an estimated 10 per cent’. 
There were 2 malignant neural tumors in 
this group. 


Meningoceles 


In this series there were 3 instances of 
meningoceles. Only about 20 of these lesions 
have been reported in the literature’?’. Ex- 
ploration was undertaken in one of our cases 
because of a possible solitary metastasis 
from a carcinoma of the breast. The other 2 
were thought to be neurofibromas. Excision 
of the tumor was carried out in 1 case, but 
in the other 2 they were not disturbed, be- 
cause one patient had multiple lesions. The 
second was an elderly patient, and it did not 
seem worth while to remove the tumor. 

The third case is worthy of more detailed 
comment. This patient had had a fractured 
thoracic spine some 15 years before, and he 
was found to have five separate pouches 
emerging from the neural canal of the lower 
thoracic spine, both above and below the old 
injury. In the case of suspected metastatic 
malignancy, the lesion was not shown on 
films made four years before. This was three 
years before the patient underwent radical 
mastectomy. It has been suggested that if 
these lesions are suspected, a spinal air or 
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Table 1 


Mediastinal Tumors 
1947-1954 


Teratoid tumors 
Bronchogenic cysts 
Enteric cysts 
Thymic tumors 
Pericardial cysts 
Lymphogenous cysts 
Neurogenic tumors 
Meningoceles 
Thyroid tumors 
Bone tumors 
Fibrosarcoma ...... 
Leiomyoma of thoracic duct 
Granulomas 

Lipoma 
Mesothelioma 


Total 


lipiodol injection would prove their presence 
and surgery could be avoided'*’. 


Thymic 

Six tumors of the thymus gland were in- 
cluded in the series. Two were malignant 
and originated in the lymphoid elements of 
the gland. Three were associated with myas- 
thenia gravis. This relationship is not un- 
derstood. In one case the myasthenia had 
been present longer than the tumor, while 
another had tumor before myasthenia oc- 
curred, and in the third the myasthenia and 
tumor were detected at the same time. One 
patient died after operation. There has been 
no change in the myasthenia in the remain- 
ing 2. In these patients the tumor is treated 
primarily for its malignant potentialities 
rather than its effect on the myasthenia. 
The pathology in these neoplasms is varied 
and may have lymphoid elements, eipthelial 
elements, or a combination. The epithelial 
tumors are locally invasive but do not me- 
tastasize. The lymphomas behave as similar 
tumors arising from other areas in the body. 


The surgical approach to these lesions is 
through the anterior chest wall through an 
interspace, and can be supplemented by a 
sternal splitting incision. The entire thymus 
should be removed in cases associated with 
myasthenia. The patients with myasthenia 
demand detailed care, and if secretions are 
a problem, tracheotomy should be done early. 
Even when a lymphoma is present, extirpa- 
tion is indicated. The 2 patients in this series 
have survived five and seven years respec- 
tively, though similar lesions have occurred 
in Other areas, necessitating radiation 
therapy. 


MEDIASTINAL TUMORS 


—SEALY AND YOUNG 


Dermoids and teratomas 


Dermoids and teratomas constitute an in- 
teresting group of mediastinal tumors. In 
this series there were 6 such cases, These 
lesions are usually anterior, about the base 
of the heart. Because of the large amount of 
foreign material in them, they are very 
prone to develop infection. Three of our pa- 
tients were admitted for this reason. Not 
only had infection occurred, but erosion into 
the bronchial tree was also present. Twelve 
and five tenths per cent, according to Bus- 
by'*’, may become malignant. The diagnosis 
may be difficult. Removal is always indi- 
cated. 

Bronchogenic 


Bronchial cysts in some series'"’ consti- 
tute a large segment of mediastinal tumors. 
In this group only 2 were of this type. They 
are usually located about the tracheal bi- 
furcation and larger bronchi. The 2 in our 
series were asymptomatic and represented 
incidental x-ray findings. These lesions have 
malignant potentialities as well as being pos- 
sible sites of infections. 

Enteric 

There were also two cysts thought to be 
of enteric origin. One was in the superior 
portion and the other in the inferior portion 
of the mediastinum. They both caused ob- 
structive esophageal symptoms, one in a 
newborn with a cervical cyst, the second in 
a 3 year old with an esophageal hiatus ob- 
struction. 

Serous 

Another group of cystic structures are 
encountered in the thorax and are problems 
mostly in differential diagnosis. Cysts aris- 
ing from the pericardium and filled with 
clear fluid and lined with a mesothelial lin- 
ing were found in 6 instances. There was 
another lesion, a lymphogenous cyst, that 
grossly resembled the pericardial cysts. 
This was found in the superior mediastinum. 
A cystic hygroma in an infant is also in- 
cluded in this group. Pericardial cysts are 
found on both the right side and the left 
side. Occasionally one may have a direct 
communication with the pericardial sac 
These lesions are asymptomatic and have to 
be removed only for diagnosis. 


Osseous 
Lesions originating from bone may give 
the x-ray appearance of being in the me- 
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diastinum. There were 4 such examples in 
this series, Two of the lesions, both osteo- 
chondromyxosarcomas, arose from the trans- 
verse process. One patient died six months 
following surgery from extension, while the 
other one is still alive more than two years 
later. There was one fibrous dysplasia of 
bone, and another patient with osteogenic 
sarcoma died shortly after biopsy. 


Others 

Some unusual instances were noted. One 
was a leiomyoma of the thoracic duct asso- 
ciated with a chylous thorax. There was a 
malignant mesothelioma. A fibrosarcoma of 
the posterior chest wall and a lipoma of the 
mediastinum are also included in the series. 

In this series of tumors of the medias- 
tinum 8 non-neoplastic lesions were found. 
These were Boeck’s sarcoid, a granuloma- 
tous node secondary to silicosis, and a large 
tubercular node. 

This report does not include a discussion 
of the lymphomas. They may be problems in 
differential diagnosis. The diagnosis of all 
these lesions should be established by thor- 
actomy if other methods such as biopsy are 
not productive. Empirical use of x-ray is 
never indicated except in patients too sick 
to tolerate a thoracotomy. Local excision is 
sometimes feasible and may be followed by 
long term palliation. 


Comment 


Tumors originating in the mediastinum 
or adjacent to it are not problems in detec- 
tion, for routine roentgen examination eas- 
ily demonstrates the presence of the tumors. 
In most instances the tumors are noted well 
before the onset of symptoms. The necessity 
of more accurate preoperative diagnosis is 
not urgent, for the treatment of all these le- 
sions is by early surgical exploration, In 
only 21 per cent of our cases (table 2) were 
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Table 2 


Complications of Mediastinal Tumors 
No. Per Cent 
Malignant tumors 9 14 
Infected tumors 3 5 
Tumors with infection or 


malignant potentialities 38 60 

Tumors without infection or 
malignant potentialities 13 21 
Total 63 100 


the lesions without potential danger, and 
there is no way of separating these from the 
remainder without operation. Exclusive of 
lymphosarcoma, 14 per cent of the lesions 
were malignant at the time of surgery; while 
5 per cent, all dermoids, were associated 
with severe complications from infection. 

In this series of 63 cases there were 2 
deaths. One occurred in the postoperative 
period in a myasthenic patient due to exa- 
cerbation of his disease. The second was 
from cardiac arrest in a patient with an in- 
fected dermoid that had eroded into the 
pleura and the bronchus. In the group with- 
out preoperative complications or associated 
disease there were no deaths or significant 
morbidity. 


Summary 


The distribution of 63 mediastinal tum- 
ors is outlined. Certain clinical findings and 
experiences with treatment are considered. 

In most instances these tumors are inci- 
dental x-ray findings. Prompt surgical ex- 
ploration is indicated on demonstration. 
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CORRECTION 


We deeply regret the omission of one word from the title of Dr. E. 
L. Marston’s article in the December issue of the NORTH CAROLINA MEDI- 
CAL JOURNAL. The title should have read: “Post-Cholecystectomy Peri- 
chondritis: A Clinical Syndrome.”’ Our sincere apologies to Dr. Marston 
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THE NORTH CAROLINA MEDICAL 
JOURNAL’S NEW LOOK 


This issue is the first number of Volume 
17 of the NORTH CAROLINA MEDICAL JOURN- 
AL. While by comparison with many of our 
contemporaries this JOURNAL is still com- 
paratively young, it is at least well within 
the adolescent age. A natural quality of ado- 
lescence is some concern over physical ap- 
pearance, The more - than - casual observer 
should note a number of changes in the 
make-up of this and succeeding issues. 

The new look includes: (1) a slight in- 
crease in the size of the page, giving wider 
margins; (2) double headings for each orig- 
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inal article, instead of thus distinguishing 
only the first one; and (3) wider spaces 
between the lines in the case reports, the 
Bulletin Board, and all matter set in 8-point 
type. The combination of wider margins, 
double headings, and more space in the 8- 
point material should make the JOURNAL 
seem less crowded, 

The editorial board and our publishers 
join in the hope that adolescent vanity does 
not inspire the wish that our readers will 
find the new look more attractive to the eye. 
At least they should find the JOURNAL easier 
to read. 

ate ae 


THE HISTORY — THE PHYSICIAN'S 
RESPONSIBILITY 


The presidential address of Dr. R. L. 
Saunders at the November meeting of the 
Southern Medical Association” was a 
thoughtful analysis of values in medicine. 
His long experience as a teacher, a student, 
and a practitioner of the art of surgery 
gives weight to his words. It is encouraging 
to hear him say that the laboratory is no 
longer the principal factor in diagnosis, and 
that “emphasis is currently being placed 
more and more where it belongs: upon a 
thorough history and clinical examination.” 

Editor Kampmeier uses this statement as 
a text for an excellent editorial’*’, which is 
so good that it is quoted in part: 


. . . the adequate history is the mainstay of 
diagnosis, not surpassed by any other diagnos- 
tie technic used or available, whether the phy- 
sical examination, the laboratory tests, or the 
special aids such as the x-ray film or the elec- 
trocardiogram. This is a general statement, 
and the exceptions to it make up the minor- 

Obviously the importance and length of the 
adequate history will vary within wide limits. 
The history in the patient who has a fracture 
deformity of an extremity which meets the eye 
may need only a sentence or two to record how 
the accident occurred. This history in an in- 
stance of acute upper respiratory infection may 
be brief. 

But when the patient’s complaint is one of 
chronic nature, or indicative of systemic dis- 
ease the history comes into its own as the main 
highway to diagnosis. The clinician’s acumen 
and experience stand out boldly in his history, 
his clinical background being recorded in the 
queries made and the selection of the material 
set down on paper. If this statement is true 
there is a corollary one—the physician respon- 
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sible for the patient cannot delegate the his- 
tory taking to anyone else. 


Here is his most valuable tool in diagnosis 
and he must perforce wield it himself, The his- 
tory itself may provide the diagnosis. If not, 
it may offer the necessary aid to interpret phy- 
sical findings and thus lead to the diagnosis. 
Or, if still more objective study is needed, the 
history only can point to the intelligent use of 
laboratory and other diagnostic methods. The 
use of diagnostic aids without an adequate his- 
tory is like a rudderless ship veering crazily 
from one point to another, devoid of a course 
set to find a harbor. Because of the mental 
laziness which leads to dependence on objec- 
tive diagnostic aids, the medical profession has 
forfeited much of the public’s respect for his 
astuteness and experience, and he himself has 
educated the public to think of him as an in- 
terpreter of reports from laboratories—a kind 
of super-technician, one lacking the acumen to 
make a diagnosis without spending a month of 
the patient’s salary. 


The statement made that a history is often 
the only diagnostic resource at hand can be 
easily proven if one thinks of the great mass 
of functional or psychosomatic complaints pre- 
sented to the doctor daily. Is there any method 
of making such a diagnosis objectively? Ob- 
viously not! ... 


Since how a patient answers a question may 
be more important than the content of the an- 
swer, only the doctor responsible for the pa- 
tient can take the history. Can the nurse in- 
terpret for the doctor the emotional reaction 
in tears, flushing, blanching or a tremulous 
voice—clinical signs of the patient’s fears 
frustrations, anger and disappointment? Only 
the doctor can correlate these signs with the 
content of the history, 

And finally, unless the doctor takes the his- 
tory in the case of chronic or severe systemic 
disease, how can he learn to know his patient, 
and how can the patient learn to know his doc- 
tor? All too frequently one hears the patient 
complaining of the number of visits made to 
his doctor’s office without ever having had a 
real talk with him and of not being able to 
discuss his troubles freely, 


This JOURNAL would like to underscore 
particularly the value of the history as a 
therapeutic measure, and also as a_ public 
relations policy par excellence. 
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IS AN INTERNSHIP NECESSARY? 


As the number of hospitals in this coun- 
try has increased more rapidly than the 
proportion of medical school graduates, the 
smaller, so-called “non-teaching” hospitals 
have found it more and more difficult to ob- 
tain interns. Although it is hard to see how 
the problem would be solved by abolishing 
the internship, the proposal has been made 
seriously. 


The 51st Congress on Medical Education 
and Licensure, held in Chicago February 7, 
devoted much time to a symposium on the 
internship. The Journal of the American 
Medical Association for July 30 published 
the six papers read at this meeting, The 
future of the internship was discussed from 
five standpoints: the non-affiliated hospital, 
the specialty board, general practice, the 
state licensing board, and the medical school. 
In the sixth paper, Dr. Edward H. Leveroos 
answered in the negative the question, “Does 
the Internship Have a Place in Modern Med- 
ical Education?” It is significant that Dr. 
Leveroos’s was a lone voice. All the others 
agreed that an internship of one to two 
years was essential to bridge the gap be- 
tween medical school and either general 


practice or residency training for a specialty. 


It is also significant that the consensus 
favored a rotating rather than a straight 
internship, since it offered better training 
for either general practice or a specialty. 
It was pointed out that a straight intern- 
ship is really the equivalent of the first year 
of residency training for a specialty. The 
Academy of General Practice in 1947 rec- 
ommended a two-year rotating internship, 
or at least of hospital training, calling the 
second year an internship or residency in 
general practice, 


In his paper on the internship from the 
medical school standpoint, Dr. J. McK. 
Mitchell, Dean of the University of Penn- 
sylvania School of Medicine, said that the 
reason given for the present low state of 
the internship was pressure from the clini- 
cal clerkship below and the residency above. 
To refute this impression, Dr. Mitchell gave 
the results of a questionnaire submitted by 
an advisory committee of the Council on 
Medical Education and Hospitals to gradu- 
ates of the 1947 classes. 


1. Eighty-eight and nine-tenths per cent 
thought that the residency training program 
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in their hospital had improved the value of 
the internship, while only 4.9 per cent felt 
that it had detracted. 


2. Seventy-two and eight-tenths per cent 
believed that the presence of clinical clerks 
had improved the internship; only 1.2 per 
cent considered it detrimental. 


3. Seven hundred forty-two thought the 
patient load too heavy, only 71, too light. 


Undoubtedly the smaller non-teaching hos- 
pitals are having a hard time in securing 
house officers, especially first year gradu- 
ates. To offset their inadequate teaching fa- 
cilities, many of these offer tempting finan- 
cial inducements. It is important, however, 
that the staff members of these hospitals 
devote more time to teaching. It is also ob- 
vious that, with the present excess of de- 
mand over supply many of our larger and 
teaching hospitals will be forced to pay their 
interns more than mere token salaries. This, 
after all, is only justice. 

Dr. Leveroos ends his paper with the con- 
clusion that “the internship should be abol- 
ished, assuming that the basic contention is 
sound, 7. e., the internship no longer pro- 
vides sufficiently advanced educational op- 
portunities and experience to justify its con- 
tinuation as a separate and distinct phase 
of medical education.” 


Against this may be opposed the conclu- 
sions of the other authors: 


Dr. David A. Boyd, Jr., for the specialty 
board: “ .. . between medical school years 
and specialtization, there should be a period 
of experience in recognizing and managing 
the total needs of the patient under super- 
vision. If present-day internship provides 
this opportunity in a meaningful way, the 
internship is a necessity and should be re- 
tained at all costs. If the present-day intern- 
ships do not provide such an opportunity, 
they should be modified so that these most 
important needs are met fully and 
thoroughly.” 


Dr. William B. Hildebrand (General Prac- 
tice) : “Certainly, the internship is a natural 
transition into the responsibilities of resi- 
dency and of practice. Let us keep it, but 
let us enlarge it and let us make it better.” 


Dr. Stiles D. Ezell, state licensing board: 
“Licensure’s only logical attitude toward 
the internship is one of vigorous defense. 
The internship, as either an educational or 
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a training experience, represents an impor- 
tant phase of the area of medical education 
involved in the licensing examination.” 

Dr. J. MeK. Mitchell (medical school) : 
“Therefore, it is my conclusion that the in- 
ternship does have a very real place in mod- 
ern medical education and that it is now 
where it belongs, the first year of hospital 
training after leaving medical school. Call it 
what you will—internship, first year resi- 
dency, junior residency, assistant residency 
—it remains the first year of hospital train- 
ing. However viewed, there must be a first 
year of such training, and so one can ac- 
tually do away with the internship in name 
only.” 


THE STATE MEDICAL JOURNAL 
CONFERENCE 

The bi-annual State Medical Journal 
Conference was held in Chicago, November 
7 and & The dinner meeting was in the 
Sherman Hotel, the other sessions at the 
A.M.A. headquarters. 

This year a new type of program was ar- 
ranged: a blend of addresses, “‘workshops,”’ 
and a CPC sort of presentation by Messers 
Bill Burns, executive director of the Michi- 
gan State Medical Society, and Earl Thayer, 
assistant secretary of the Wisconsin Society. 
They gave an unrehearsed discussion, “Use 
of News Material and Economic Data in 
State Medical Journals,” which was very 
well received as the finale of the last after- 
noon program. 

The four workshops were devoted to: 
format and makeup, editing, publishing 
costs, and advertising. 

A detailed account of the conference would 
not be of particular interest to our readers, 
but it is hoped and expected that they will 
benefit from it by a certain amount of face- 
lifting which the NORTH CAROLINA MEDI- 
CAL JOURNAL is expected to undergo, begin- 
ning with the current issue. 

The NORTH CAROLINA MEDICAL JOURNAL 
was well represented at the conference by 
Mr. James T. Barnes, business manager, 
Mr. Robert Carmichael, publisher, and Dr. 
Wingate M. Johnson, editor. All agreed that 
the sessions were well worth while. 


President’s Message 
MEDICAL LEGISLATION 


It may be your last chance. 


The only thing necessary for the triumph 
of evil is that good men do nothing. 


Both of the statements heading this paper 
apply appropriately to what is happening 
to the free practice of medicine and our 
American way of life. These blessings have 
given us the happiness, comparative abun- 
dance, and freedom which have made this 
country great. We can rightfully boast of 
our material advances in this twentieth cen- 
tury. We can also boast of our scientific 
advancements in medicine. But we should 
not blink at the fact that it has likewise 
been the bloodiest period in human history. 
Modern ingenuity has made possible uni- 
versal death and destruction by the atom 
and hydrogen bombs. 


A Grim Record on the National Front 


During the past 40 years, 63 million hu- 
man beings have been killed in two world 
wars, Countless millions of others have been 
crippled. The cost in money was more than 
a thousand billion dollars. Most of us can 
remember that 33,000 Americans were 
killed and more than 103,000 wounded in 
the Korean conflict, which cost another 100 
billion dollars. Out of a budget of 62 billion 
dollars, 41 billion is for defense against new 
and deadly conflicts; 4.5 billion dollars must 
be set aside to pay for obligations accruing 
from past wars. Only 17 billion out of the 
62 billion dollars has been budgeted for the 
normal function of our government—still 
no lasting peace! 


A Grim Record on the Medical Front 

For 20 years politicians and socialists in 
the federal government have sought to na- 
tionalize American medicine. In 1935 the 
socialist experts tried to have national com- 
pulsory health insurance included in the 
original Social Security Act. In 1939 the 
Murray - Wagner - Dingell Bill called for a 
federally operated system of medical and 
hospital care within the social security sys- 
tem. In 1947 a new Murray-Wagner-Din- 
gell Bill was introduced, for the same pur- 


—Edmund Burke 


pose. Both failed. Neither party dared to 
try to nationalize medicine at one “fell 
swoop.” Strategy was changed from an om- 
nibus to a piece-meal approach. 

The first sweeping and omnious threat 
came in 1950 with enactment of H.R. 6000, 
“the Social Security Amendment of 1950.” 
This bill provided federal funds for money 
payments, medical care, and remedial care 
for needy individuals 18 years of age or 
older, if permanently and totally disabled. 
It did not immediately nationalize medicine, 
but it did draw the medical profession into 
the government’s magnetic field of power. 
The federal social planners had finally dis- 
covered the route to nationalize medicine. 
Physicians, for the most part, had opposed 
the bill weakly. But few understood its sig- 
nificance. Physicians failed to recognize that 
in accepting federal payments they must, 
of course, accept federal control. Nor did 
they dream the government would give them 
the opprobious title, “venders of medical 
care,” 

The government next manipulated phy- 
sicians into the social insurance part of the 
social security program, with H.R. 7800. This 
bill set in motion the machinery for medi- 
cal certification of permanently and totally 
disabled workers in O.A.S.I. It was a foot- 
in-the-door bill, setting up medical certifi- 
cation procedures. 

“The Social Security Amendment of 
1954, H.R. 9266, made provision for. the 
Department of Health, Education, and Wel- 
fare to enter into disability certification 
agreements with states—statism. When the 
program is in full swing and medicine has 
been completely nationalized, physicians un- 
doubtedly will be paid by the government 
for certification of all illness. Oscar Ewing 
years ago summed up the government’s one- 
man power in the administration of Social 
Security when he said, “The ultimate au- 
thority is vested in me.’’ Now it is vested 
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in the Secretary of Health, Education, and 
Welfare. 


H.R. 7225, passed by the eighty-fourth 
Congress, now pending in the Senate for 
early action in 1956, is the next step in the 
nationalization of medicine. This bill was 
written in the House Ways and Means Com- 
mittee in closed hearings. Interested citizens 
were denied the right to voice their opinion 
on this social legislation. It was rammed 
through Congress by the undemocratic pro- 
cess of suspending the rules, denying amend- 
ments, and limiting debate to 40 minutes. 
One can imagine this type of legislation in 
Russia or China, It is apalling that it hap- 
pened in America, Fortunately, the Senate 
Finance Committee has promised to hold 
open hearings on this bill in 1956. Among 
its many provisions is the one to pay cash 
benefits to the totally and permanently dis- 
abled workers, 50 years of age and over. 
If this bill is passed by the Senate, it will 
be the second step in bringing the medical 
profession into O.A.8.I. The next step is 
for the government to furnish medical care, 
not only for the totally disabled, but for 
those temporarily ill, and finally for all the 
sick and disabled, as in England, Russia 
and Germany. The same bill provides for 
inclusion of the self-employed in the social 
taxing system. Physicians would remain out 
momentarily, stranded on their island of 
freedom, in an engulfing sea of socialism. 
Other provisions of the bill have far-reach- 
ing medical and economic implications which 
you should study. 


The Government is Attacking Medicine 
on the Following Fronts 


(1) The Veterans Administration pro- 
gram of medical care for non-service con- 
nected disabilities; (2) the Social Secur- 
ity charity assistance program for medical 
care; (3) the Social Security Insurance Pro- 
gram for medical certification of the totally 
disabled; (4) the Social Security Insurance 
Program for cash payments to the totally 
and permanently disabled 50 years of age 
and over; (5) the Rehabilitation program. 
(6) the Medical Care program for defense 
personnel and their dependents. (7) com- 
pulsory inclusion of physicians in the Social 
Security taxing system; (8) federal funds 
for medical schools, hospitals, and diagnos- 
tic and treatment clinics. From the begin- 
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ning of the Social Security Act in 1935, 
American Medicine has been marked for 
nationalization by the government. These 
are the nefarious measures, solidly backed 
by the powerful A.F.L.-C.LO. labor organ- 
ization in New York a few months ago. 


One-packaged bills for compulsory health 
insurance were not successful. The govern- 
ment’s strategy was changed in 1950. Suc- 
cess was immediate. The medical profes- 
sion as a whole, with but few notable ex- 
ceptions, was either unaware of what was 
happening or did not care. We have suffered 
one defeat after another in Congress. 
Apathy and despair have been to blame. Un- 
questionably, 1956 will decide whether 
American medicine is ultimately to be taken 
over by the federal government. H.R. 7225 is 
the bill that will decide physician’s fate for 
decades to come. Social Security amend- 
ments are the legislative route to the Wel- 
fare State. 


1956 might well be the year of decision 
in the future practice of medicine. The con- 
stantly changing socio-economic picture and 
the tremendous expansion of industry com- 
pels us to face medical-labor and medico- 
social problems which we once thought dis- 
tant. A physician, no matter how little or 
indifferent his knowledge of these problems 
may be, must realize that medical practice 
is now being shaped by the powerful tide 
of social, industrial and labor changes that 
is sweeping the country. In order that the 
best results be attained in our relations with 
the various forces concerned, we must be 
solidly united in number, thought, and ef- 
fort. We must concern ourselves with giv- 
ing the greatest good to the greatest num- 
ber, not in giving special favors to a certain 
few. 


Private dealing with group or community 
agencies, and with labor, organized or un- 
organized, will bring no lasting good for 
either party. A wholesome and united con- 
sideration of the medical needs of all our 
people will bring more gratifying and last- 
ing results. We must be most careful not 
to relinquish our leadership in the field in 
which we are eminently qualified by study 
and license. We must remain loyal to our 
concepts of medical practice. It will require 
the undivided support of the membership 
of the society, with the knowledge before- 
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of obstacles and road blocks. 


What Can You Do About It? 

You must not take a defeatest attitude. 
The belief that “opinion doesn’t count in 
shaping the policies of our government” can 
be very harmful. Your opinion does count. 
Every individual has a definite part to play 
—and must play—if we are to survive as a 
free profession. In a democracy, no govern- 
ment agency can possibly function effec- 
tively if it cannot hear the voice of the 
people it represents. No policy—foreign or 
domestic — makes sense if the American 
people do not display an interest in it. 


Be informed 

As physicians, you must inform yourself 
thoroughly on all medical legislative mat- 
ters, have a clear understanding of them, 
and out of this knowledge voice your opin- 
ion to your respresentatives in Washington. 
The bed-rock foundation of medical legis- 
lative policies must come from informed 
physicians. Every letter you write to your 
Washington representatives is read, The 
more careful you are in thinking out and 
stating your critical comments and recom- 
mendations, the greater effect they will have. 
The more individual physicians and organ- 
izations adopt resolutions in favor of, or 
opposing, medical legislative measures, the 
more attention our legislators will pay them. 
It would be folly for our government to ig- 
nore your opinion, Your opinion counts, even 
if you neglect to express it. Too often, those 
who endorse a policy, merely nod to them- 
selves, while those who oppose your views, 
raise their voices. 


Decide when to act 


You must decide for yourself if, when, 
and how, you will act. It is your individual 
responsibility. Your action is between you 
and your conscience—between you and your 
God, American medicine will survive as a 
free enterprise or be socialized, It depends 
on your sense of personal responsibility and 
individual initiative in helping to shape the 
trends of medical practice. Failure to do 
your part will make possible the “triumph 
of evil.”” Remember, it may be your last 
chance to make your voice heard in shaping 
the policies of medical practice, What you 
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do or fail to do may also involve, for better 
or for worse, the freedom of generations to 
come. 


We Must Not Fail 


The watchword for all of us is to “spend 
and be spent.” It is important whether any 
one man fails or succeeds. What is more 
important, and what counts most is that 
our cause must not fail, for it is the cause 
of mankind. We must not close our eyes and 
ears and view our problems with myopic 
vision, in the hope that the evils which 
plague us will, in some vague manner, go 
away and leave us alone. It is regrettable 
that physicians are not left free and un- 
hampered to give their professional serv- 
ices to all who ask. As of now, it is our 
duty and obligation, as citizens and phy- 
sicians, to give part of our time to the prob- 
lems of organized medicine. 


I urge every physician in North Carolina 
to make it a must—to keep himself well in- 
formed on all legislation affecting the prac- 
tice of medicine, Information on these ques- 
tions is available in the Journal of the Amer- 
rican Medical Association, the NORTH CARO- 
LINA MEDICAL JOURNAL, and in your head- 
quarters office in the Capital Club Building, 
Raleigh. If American medicine is socialized, 
it will be due to self-satisfaction and com- 
placency on the part of physicians them- 
selves, 


It is good old-fashioned horse sense to 
evaluate the strength of the enemy. We must 
know what to fight—socialism. This knowl- 
edge of the task should not cause discour- 
agement, but should urge us on with more 
determination and unity to succeed in our 
battle for freedom. 


They that can give up essential liberty to 
obtain a little temporary safety deserve 
neither liberty nor safety—Benjamin 
Franklin. 


Let us show the world that men of intel- 
ligence and good will can handle their own 
affairs, and in doing so recall the words of 
George Washington, who said: “If to please 
the people, we offer what we ourselves dis- 
approve, how can we afterward defend our 
work? Let’s raise a standard to which the 
wise and honest can repair—the event is in 
the hand of God.” 
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Committees and Organizations 


NATIONAL FOUNDATION FOR POLIOMYELITIS 


PoLio AHEAD: THE REASONS BEHIND THE 1956 
NortTH CAROLINA MARCH OF DIMES 

Although the number of polio cases re- 
ported in North Carolina in 1955 was only 
about two-thirds the average number of the 
previous five years, North Carolina will still 
have polio problems in 1956. The Salk vac- 
cine has proved to be a major weapon 
against paralytic poliomyelitis, but it has 
not yet won the war against this disease. 

Continuing cooperation of physicians 
must be had both in administering the vac- 
cine and in caring for patients already para- 
lyzed and who will ve paralyzed in spite of 
the vaccine. The Salk vaccine is not 100 per 
cent effective and it will take considerable 
time yet, perhaps years, before all individ- 
uals most susceptible to paralytic poliomy- 
elitis can be fully immunized against it. 

The National Foundation for Infantile 
Paralysis, supported through public contri- 
butions to its January March of Dimes, has 
made an enviable record, both in this state 
and nationwide, for meeting the problems 
posed by paralytic polio. In 1955 the March 
of Dimes gave more than 391,000 cc. of 
Salk vaccine without charge to the state of 
North Carolina to initiate a statewide vac- 
cination program. 

The results already reported from the use 
of the vaccine are most encouraging, but 
they must not be allowed to blind the eve 
of the medical profession to the road that 
still lies ahead. There remains a great need 
for additional research to improve the Salk 
vaccine, to determine the duration of im- 
munity it effects (and conversely to deter- 
mine the need for “booster shots’), and to 
provide the best possible treatment for pa- 
tients already or yet to be involved with 
paralytic poliomyelitis. There is also a vast 
need for the professional education of young 
men and women who will contribute to the 
necessary research and help give the needed 
treatment. 

To pay for research, education and aid to 
polio patients, the March of Dimes needs 
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$47,600,000 in 1956. North Carolina phy- 
sicians, knowing both the need and the rec- 
ord, will want to support and urge their 
patients to support the 1956 March of Dimes 
in their own communities, 

A brief review of the record of the Na- 
tional Foundation for Infantile Paralysis in 
North Carolina, where it has 100 local chap- 
ters, should help to orient physicians to the 
many services to patients and the profes- 
sion which have been made possible by the 
March of Dimes since 1938, when the Na- 
tional Foundation was founded. 

More than $8,220,000 has been spent by 
local chapters in North Carolina for the care 
of polio patients. 

A total of 114 National Foundation schol- 
arships and fellowships has been awarded 
to North Carolina residents, 

Professional education grants, in addi- 
tion, to North Carolina institutions have 
totaled more than $666,000, Among the in- 
stitutions which have had these March of 
Dimes grants are Duke University, the Uni- 
versity of North Carolina, and North Caro- 
lina College at Durham. 

Research in virology and in the treatment 
of after-effects of poliomyelitis has also been 
conducted in North Carolina with the aid 
of March of Dimes grants totaling nearly 
$230,000. The institutions which have had 
these grants include Duke University, the 
University of North Carolina, and the Bow- 
man Gray School of Medicine of Wake For- 
est College. 

Emergency aid in dollars and in equip- 
ment for polio patients has been generously 
supplied to North Carolina, In the first 11 
months in 1955, for example, a total of about 
$55,600 in emergency aid was sent to 16 
North Carolina chapters by the national 
headquarters of the National Foundation. 
In the year 1954 the amount was over $280,- 
000 to 30 chapters. 

A total of 10 tank respirators, 5 chest 
respirators and 3 rocking beds was sent into 
North Carolina as emergency shipments in 
the first 11 months of 1955. The previous 
year North Carolina got 37 respirators and 
18 rocking beds. 
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COMING MEETINGS 

North Carolina Public Health Association, Annual 
Meeting—Charlotte, May 31, June 1. 

American College of Surgeons, Sectional Meet- 
ings—Jacksonville, January 16-18; Philadelphia, 
Pennsylvania, February 13-16; Milwaukee, Febru- 
ary 27-29; Colorado Springs, Colorado, March 5-7; 
Little Rock, Arkansas, March 12-13; Edmonton, Al- 
berta, April 23-25, 

University of Florida, Tenth Annual Midwinter 
Seminar on Ophthalmology and Otolaryngology — 
Miami Beach, January 16-21. 

Council on Industrial Health, American Medical 
Association, Sixteenth Annual Congress on Indus- 
trial Health—Detroit, Michigan, January 23, 24. 

American College of Radiology, Annual Meeting 
—Chicago, February 10, 1956, 

American Academy of General Practice, Eighth 
Annual Scientific Assembly—Washington, D. C., 
March 19-22, 


WATTS HOSPITAL MEDICAL AND 
SURGICAL SYMPOSIUM 
The Watts Hospital Medical and Surgical Sym- 
posium will be held at the Washington Duke Hotel 
in Durham on Wednesday and Thursday, February 
8 and 9. The following tentative program has been 
arranged. 
Wednesday, February 8 
9:30—Registration 
10:30—Welcome: Mr. Sample B. Forbus, Roy A 
Hare, M.D. 
10:45—“The Importance of the Physical Examina- 
tion’—Louis A. Krause, M.D., Baltimore, 
Maryland 
11:30—“Radioactive Isotopes in Medicine”’—James 
W. Carpenter, M.D., Chicago, Illinois 
12:30—Lunch 
2:00-—“Biological Relationships of Cancer”—Harry 
S. N. Greene, M.D., New Haven, Connecticut 
:45—“Gastric Lesions in the Aged and Their 
Management”—Stanley O. Hoerr, M.D., 
Cleveland, Ohio 
:30—Intermission 
:45—“Problems Met in the Diagnosis and Treat- 
ment of Cervical Cancer”—Albert W. Diddle, 
M.D. Knoxville, Tennessee 
6:00—Barbecue Dinner 
8:00—Panel Discussion on “Recent Advancements 
in Management of Malignant Disease”: 
Louis A. Krause, M.D. (moderator), Harry 
S. N. Greene, M.D., Stanley O. Hoerr, M.D., 
James W. Carpenter, M.D., Albert W. 
Diddle, M.D., S. Gordon Castigliano, M.D. 
Thursday, February 9 
9:30—“Treatment of Important Malignant Lesions 
of the Head and Neck’—S. Gordon Castig- 
liano, M.D., Philadelphia, Pennsylvania 
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10:15——“Arthritis”—Robert W. Johnson, M.D., Bal- 
timore, Maryland 
11:00—Intermission 
11:15—“Basic Principles in the Therapy of Blood 
Dyscrasias”—William B. Castle, M.D., Bos- 
ton, Massachusetts 
12:00—“Prineciples and Factors Influencing the 
Trend of Antibiotic Therapy’—Monroe J. 
Romansky, M.D., Washington, D. C. 
12:45—Lunch 
2:15—Clinics at Watts and McPherson Hospitals 
(1) Surgery and Radiology: Stanley 0. 
Hoerr, M.D., and James W. Carpenter, 
M.D. 
(2) Medicine: William B. Castle, M.D. and 
Monroe J. Romansky, M.D. 
(3) Orthopedics: Robert W. Johnson, M.D. 
(4) Oncology: (McPherson’s Hospital) S. 
Gordon Castigliano, M.D. 
6:00—Cocktail Party and Dinner 


NEWS NOTES EROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Dr. Thomas W. Farmer, professor of neurological 
medicine, University of North Carolina School of 
Medicine, has been awarded a grant from the United 
States Public Health Service (USPHS B-581 (C2) 
in the amount of $14,907.00 for the period from De- 
cember 1, 1955, through November 30, 1956, for 
continuation studies on “An Investigation into the 
Spontaneous Electrical Activity of Isolated Un- 
anaesthetized Cortical Grey Matter in the Cat.” 

* 

Dr. Bernard G. Stall, III, assistant professor of 
medicine, has been awarded a grant from the 
Atomic Energy Commission, (Federal Contract No. 
AT-(40-1)-2165) in the amount of $12,294 for the 
period from September 1, 1955, through August 
31, 1956, for the project “A Study of Ion Trans- 
port Across Smooth Muscle Cell Membrane.” 

Dr. Edward C. Curnen, professor and head of 
the Department of Pediatrics, University of North 
Carolina School of Medicine, has recently been ap- 
pointed out to the editoral board of Medicine. 

Dr, Edward C. Curnen represented the Ameri- 
can Academy of Pediatrics at a meeting regarding 
the distribution and use of poliomyelitis vaccine at 
the Surgeon General’s Office, Washington, D, C., on 
Wednesday, December 7. 

a 

Dr. George C. Ham, Chief of Psychiatric Serv- 
ice, North Carolina Memorial Hospital, has an- 
nounced the addition of 11 new psychiatric resi- 
dents to the staff of the Department of Psychiatry 
of the University of North Carolina School of Med- 
icine. Of the 11 doctors, the following 10 began 
their terms of psychiatric residency at North Caro- 
lina Memorial Hospital on July 1, 1955: 

First year residents: Dr. Franklin M. Draper, Jr., 
a graduate of Harvard Medical School and pre- 
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viously at North Carolina Memorial Hospital; Dr. 
Charles B. Fulghum, Jr., a graduate of the Univer- 
sity of North Carolina Medical School and pre- 
viously at Temple University Hospital; Dr. Row- 
land E. Fullilove, a graduate of the University of 
Maryland and previously at Church Home and Hos- 
pital, Maryland; Dr. Cornelius Lansing, a graduate 
of Harvard Medical School and previously at Mas- 
sachusetts General Hospital; Dr. Barbara Moore, a 
graduate of the North Carolina Medical School and 
previously at Queen’s Hospital, Hawaii; Dr. Robert 
E. Smith, graduate of the New York Medical Col- 
lege, and previously at the University of Nebraska 
Hospital; Dr. Robert W. Whitener, a graduate of 
Northwestern University and previously at Charity 
Hospital in Louisiana. 

Second year resident: Dr. Jean H. Menetrez, a 
graduate of McGill University School of Medicine 
and previously at Military Hospital, Canada. 

Third year resident: Dr. Harold J. Harris, a 
graduate of Long Island College of Medicine and 
previously at Massachusetts General Hospital and 
the Menninger Foundation. 

Dr. Ernest H. Wood, professor of radiology, was 
installed as president of the North Carolina Radi- 
ological Society recently. Dr. William H. Sprunt, 
assistant professor of radiology, was elected sec- 
retary-treasurer of the Society. 

Dr. Nathan Womack, professor and head of the 
Department of Surgery, delivered the annual Major 
Seelig lecture in St. Louis, Missouri recently. His 
subject was “Chronic Cystic Mastitis and Cancer 
of the Breast.” 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Former surgical residents among Duke Univer- 
sity medical alumni have appointed a committee to 
organize “The Deryl Hart Society” in honor of 
Dr. Deryl Hart, professor and chairman of sur- 
gery, it was learned here recently. 

Dr. William F. Hollister, of Pinehurst, is chair- 
man of the organizational committee. 

Some 38 residents have trained under Dr. Hart, 
recently elected president of the Southern Surgical 
Association, who has been chief of the surgical 
service since Duke Hospital and Duke Medical 
School opened in 1930. 

The proposed society will comprise Dr. Hart’s 
former residents, and their purpose will be to pro- 
mote surgical teaching and research, as well as 
adding to general knowledge in the field of sur- 
gery, through annual meetings. 

Members of the committee in addition to Dr. 
Hollister include Dr. William W. Shingleton, Dr. 
William Anlyan, Dr. Clarence E. Gardner, and Dr. 
R, W. Postlethwait. 
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NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


At the January 23 meeting of the Bowman Gray 
Medical Society, members of the faculty presented 
a Symposium on Diabetes covering “Genetic As- 
pects of Human Diabetes,” “Pathologic Physiology 
of Diabetes Mellitus,” “Diabetic Pathology,” “Prin- 
ciples of Diabetic Management,” “Degenerative 
Complications in Diabetics,” “Diabetes in Infancy 
and Childhood,” “Diabetes in Pregnancy,” and 
“Surgery in the Diabetic.” Those participating were 
Dr. C, Nash Herndon, professor of medical ge- 
netics; Dr. J. M. Little, professor of pharmacology; 
Dr. J. H. Smith Foushee, Jr., instructor in path- 
ology; Dr. Ernest H. Yount, Jr., professor of in- 
ternal medicine; Dr. Emery C. Miller, Jr., instrue- 
tor in internal medicine; Dr. Weston M. Kelsey, 
professor of pediatrics; Dr. Richard L. Burt, as- 
sistant professor of obstetrics and gynecology; and 
Dr. H. H. Bradshaw, professor of surgery. 

* * 


In early January Dr. Eben Alexander, professor 
of neurosurgery, spoke before the Robeson County 
Medical Society on “Protrusions of the Cervical 
and Lumbar Discs.” At the meeting of the Neuro- 
surgical Society of America held in Miami, Jan- 
uary 18-23, Dr. Alexander presented a paper on 
“Fractures of the Adontoid Process.” 


Dr. Courtland H. Davis, assistant professor of 
neurosurgery, has been elected president of the 
North Carolina Association of Parents and Friends 
of Mentally Retarded Children. 


* 


Dr. Leonard Kurland, Chief of the Epidemiology 
Branch of the National Institute of Neurological 
Diseases and Blindness of the National Institutes 
of Health, presented a film “Etiologic Significance 
of the Epidemiologic Study of Multiple Sclerosis 
and Amyotrophic Lateral Sclerosis.” The data were 
assembled from studies completed on the Isle of 
Guam. 

_/* 

Dr. Richard L. Burt, assistant professor of ob- 
stetrics and gynecology, has been awarded a grant 
of $1,000 by the Parke-Davis Company of Detroit 
for his continued studies of carbohydrate meta- 
bolism in pregnancy. Dr. Burt has been on the 
staff of the School of Medicine 1949, The 
grant will supplement funds from the National 
Institutes of Health supporting the studies on 


problems of acute toxemia in pregnancy. 
* 


since 


Dr. Merrill Spencer, assistant professor of phy- 
siology and pharmacology, has been named Estab- 
lished Investigator by the American Heart Associ- 
ation. In the five-year program to begin July 1, 
1956, Dr. Spencer will continue his studies of dis- 
tribution of cardiac output. Dr. Spencer is a grad- 
uate of Baylor University College of Medicine. He 
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completed his internship at Hermann Hospital in 
Houston before entering military service in 1946. 
His graduate training was completed at Western 
Reserve University Medical School and Crile Vet- 
erans Hospital in Cleveland. He joined the faculty 
of The Bowman Gray School of Medicine in 1951. 


NORTH CAROLINA HEART ASSOCIATION 


Answers to questions about heart disease were 
given by three medical specialists at a public forum 
on December 14 at 8 p.m. in the Lenoir County 
Court House. Doctors Edward §S. Orgain and E. 
Harvey Estes, Jr. of Duke University and Dr. My- 
ron G. Sandifer of the University of North Caro- 
lina spoke on therapy for hypertension, diet and 
arteriosclerosis, and the psychologic aspects of 
treating heart disease, after which the floor was 
open for questions from the audience, 

Preceding the public meeting, at 4 p.m., the same 
speakers appeared in the Fairfield Community Cen- 
ter at a meeting of the Lenoir County Medical 
Society to talk to local physicians and those from 
surrounding counties. 

Both meetings were sponsored jointly by the Le- 
noir County Medical Society and the Lenoir County 
Heart Committee, of which Dr. Vernon D. Offutt is 
chairman. Serving with Dr. Offutt on this commit- 
tee are Dr, Rose Pully, Dr. Joe Bower, Dr. L. E. 
Williams, Dr. P. E. Dunning, Dr. Paul Whitaker, 
Mrs. Raymond Jarman, Mrs. B. Morgan, Mrs, 


Miriam 8. Katz, Mrs. Mary L. Wilson, Mrs. C. 8. 
Carr, Jack Rider, and Jack P. Hankins. 


IDGECOMBE-NASH MEDICAL SOCIETY 


The regular meeting of the Edgecombe-Nash 
Medical Society was held in Rocky Mount on Wed- 
nesday evening, December 14. 

At the November meeting Dr. R. D. Kornegay 
presented as guest speaker Dr. 8S. P. Perry, chief 
radiologist at Watts Hospital, who spoke on “Radi- 
oactive Isotope Therapy.” The Society voted to con- 
tinue the Cancer Clinic for a year. 

There was no scientific program, owing to the 
election of officers. 


NEWS NOTES 
Dr. M. D. Bonner has announced the opening of 
offices at 1023 North Elm Street, Greensboro. His 
practice will be limited to diseases of the chest, in- 
cluding respiratory allergy and endoscopy. 


INTERNATIONAL COLLEGE OF SURGEONS 
Sectional Meeting 

The International College of Surgeons will hold 
a sectional meeting at the Greenbrier Hotel in 
White Sulphur Springs, West Virginia, February 
12 to 15, 1956. The profession is cordially invited 
to attend and doctors are urged to bring their 
wives. 
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According to Dr. E. G. Gill, International College 
of Surgeons State Regent for Virginia, the world 
famous Greenbrier Hotel is exerting extra effort 
to make the gathering a success and is giving those 
in attendance benefit of a special holiday rate. 


SOUTHEASTERN SURGICAL CONGRESS 

The twenty-fourth annual assembly of the South- 
eastern Surgical Congress will be held at the John 
Marshall Hotel, Richmond, Virginia, March 12-15. 
Included in the roster of speakers are the following 
North Carolina surgeons: Dr. Howard H. Brad- 
shaw, Winston-Salem; Dr. Walter E. Daniel, Char- 
lotte; and Drs. Kenneth L. Pickrell and Nicholas 
Georjiade of Durham, 

In addition to individual papers, panel discus- 
sions will be held on bones, the stomach, the colon, 
and the blood vessels. 


ATLANTA GRADUATE MEDICAL ASSEMBLY 


Attracting wider attendance and acclaim in med- 
ical circles each year, the Atlanta Graduate Medi- 
cal Assembly, scheduled for February 20-22, has 
streamlined and sharpened its agenda to incor- 
porate the features which have attracted most fa- 
vorable comment from the growing numbers of 
doctors who have been attending each year, 


Dr. A. Cullen Richardson of Atlanta, this year’s 
chairman, promises another excellent speaking fac- 
ulty, a feature that has been possibly the most out- 
standing attraction in the past. 


“In addition, this year we have made a stronger 
attempt to group the speakers and discussion for- 
ums on each separate specialty and field of in- 
terest to practitioners, into a unified correlated 
‘package,’ allowing those visiting doctors most in- 
terested in one specific field to attend and partici- 
pate in the coverage of this field in a concentrated 
dose,” Dr. Richardson stated. “Also this year, we 
are lengthening the time allowed for lunch and 
scheduling some of our ‘round table forums’ to 
convene around the luncheon table, thus allowing 
more time for a leisurely luncheon meal and at the 
same time the opportunity to combine a little busi- 
ness with pleasure,” Dr. Richardson added. 


Other high lights of the Assembly include a 
more extensive social and entertainment program, 
especially those activities planned for the visiting 
doctors’ wives, than ever before. Atlanta, known 
throughout the country for its hospitality, has gone 
all-out from the standpoints of both the large group 
of host physicians and medical associations them- 
selves, and the non-medical people and entertain- 
ment facilities of the city itself, to welcome the 
nearly 2,000 doctors from all over the country who 
are expected, 


| 
__ 
| 
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UNITED CEREBRAL PALSY 


Dr. Sidney Farber, professor of pathology, Har- 
vard Medical School, has been named life chairman 
of the United Cerebral Palsy Research Advisory 
Board. The unprecedented honor was announced at 
the UCP sixth annual convention, after Dr. Far- 
ber had presented the 1955 Max Weinstein Award 
for outstanding scientific achievement in cerebral 
palsy to Dr. Paul I. Yakovlev, clinical associate 
professor of neuropathology, Harvard Medical 
School. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE 
AND REHABILITATION 
Annual Prize Essay 

To stimulate interest in the field of physical 
medicine and rehabilitation, the American Congress 
of Physical Medicine and Rehabilitation will award 
annually a prize for an essay on any subject re- 
lating to physical medicine and rehabilitation, The 
contest, while open to anyone, is primarily directed 
to medical students, interns, residents, graduate 
students in the pre-clinical sciences and graduate 
students in physical medicine and rehabilitation. 

The following rules and regulations apply to the 
contest: 

1. Any subject of interest or pertaining to the 
field of physical medicine and rehabilitation may be 
submitted. 

2. Manuscripts MUST BE in the office of the 
American Congress of Physical Medicine and Re- 
habilitation, 30 North Michigan Avenue, Chicago 2, 
not later than June 1, 1956. 

3. Contributions will be accepted from medical 
students, interns, residents, graduate students in 
the pre-clinical sciences, and graduate students in 
physical medicine and rehabilitation. 

4. The essay must not have been published pre- 
viously. 

5. The American Congress of Physical Medicine 
and Rehabilitation shall have the exclusive right 
to publish the winning essay in its official journal, 
the Archives of Physical Medicine and Rehabilita- 
tion. 

6. Manuscripts must not exceed 3000 words (ex- 
clusive of headings, references, legends for cuts, 
tables, etce.), and the number of words should be 
stated on the title page. An original and one car- 
bon copy of the manuscript must be submitted. 

7. The winner shall receive a cash award of 
$200, a gold medal properly engraved, a certificate 
of award and an invitation to present the contribu- 
tion at the 34th Annual Session of the American 
Congress of Physical Medicine and Rehabilitation 
at The Ambassador, Atlantic City, New Jersey, 
September 9-14, 1956. 

8. The winners shall be determined by the An- 
nual Awards Committee composed of four members 
of the American Congress of Physical Medicine and 
Rehabilitation. 
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9. All manuscripts will be returned as soon as 
possible after the name of the winner is announced. 

10. The American Congress of Physical Medicine 
and Rehabilitation reserves the right to make no 
award if, in the judgment of the Prize Lecture Com. 
mittee, no contribution is acceptable. The Congress 
may also award certificates of merit to contribu- 
tors whose essays may be considered second and 
third best submitted. Announcement of the winner 
will be made after the annual meeting. Officers and 
members of the American Congress and The Amer- 
ican Academy of Physical Medicine and Rehabilita- 
tion are not eligible for this award. 

The thirty-fourth annual scientific and clinical 
session of the American Congress of Physical Med- 
icine and Rehabilitation will be held September 9% 
14, 1956 inclusive, at The Ambassador, Atlantic 
City, New Jersey. 

Scientific and clinical sessions will be given Sep- 
tember 10-14. All sessions will be open to members 
of the medical profession in good standing with the 
American Medical Association. 

In addition to the scientific sessions, annual in- 
struction seminars will be held. These lectures will 
be open to physicians as well as to therapists, who 
are registered with the American Registry of Phy- 
sical Therapists or the American Occupational 
Therapy Association. 

Full information may be obtained by writing to 
the executive secretary, Dorothea C, Augustin, 
American Congress of Physical Medicine and Re- 
habilitation, 30 North Michigan Avenue, Chicago 2, 
Illinois. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 
Problems of Medical Education on Congress Docket 

The role of advanced training in the over-all 
medical education picture will be discussed during 
the opening session of the fifty-second annual Con- 
gress on Medical Education and Licensure to be 
held February 11-14 at the Palmer House, Chicago. 
The meeting will be sponsored by the A.M.A.’s 
Council on Medical Education and Hospitals, the 
Federation of State Medical Boards of the United 
States, and the Advisory Board for Medical Special- 
ties. 

Special attention will be paid to current prob- 
lems in residency training such as the basic science 
content of a residency program, the organization 
and administration of a residency program, and 
the psychiatric viewpoint in training residents dur- 
ing the all-day sessions on Saturday, February 11. 
An open meeting of the Advisory Board for Medi- 
cal Specialties will be held Sunday morning, with 
an open meeting of the Federation of State Medi- 
cal Boards in the afternoon. Monday’s sessions will 
be devoted to discussions of trends in specializa- 
tion, problems relating to clinical faculty appoint 
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ments and the private practice of medicine, and 
new approaches in medical education. The February 
14 program will be conducted by the Federation, 

More than 500 medical educators, officers and 
members of state licensing boards and others in- 
terested in medical education are expected to at- 
tend the four-day conference. 

* 

Conference on Rural Health Slated for March 

“Your Doctor and You” will be the theme of 
the eleventh National Conference on Rural Health 
sponsored by A.M.A.’s Council on Rural Health, 
March 8-10 at the Multnomah Hotel, Portland, Ore- 
gon. Chief topics to be discussed include: the 
family physician, mental health, programs for older 
people, prepaid medical care, and successful com- 
munity enterprises. Ample time will be devoted to 
discussion and group participation. 

An informal pre-conference session will be held 
for physicians only on Thursday morning, March 8, 
beginning at 9 a.m. Principal topie of discussion 
will be the relationship and responsibilities of a 
family doctor to his patients. 


First Regional Standard Nomenclature Institute 


So that persons in various parts of the country 
will have an opportunity to attend “brush up” 
courses on the use of the Standard Nomenclature 
of Diseases and Operations, the American Medical 
Association has scheduled its first regional Stan- 
dard Nomenclature Institute in February. The In- 
stitute will be held February 6, 7, 8 at the Hotel 
Dennis, Atlantic City, New Jersey, and will offer 
expert instruction and helpful suggestions on the 
best ways of utilizing the Nomenclature in the hos- 
pital, doctor’s office or clinic. Lectures on theory 
will be given by Adaline C. Hayden, C.R.L., associ- 
ate editor of Nomenclature, A.M.A., and on anat- 
omy by Edward T. Thompson, M.D., chief of pro- 
grams operations, hospital facilities, U.S. Public 
Health Service, Washington, D. C. 

Registration, limited to the first 100 applicants, 
is not restricted to registered medical record li- 
brarians. Anyone planning to install the system or 
already using it and employed as clinic clerks, 
doctor’s secretaries or receptionists, nurses and 
physicians may attend. Tuition is free. Applica- 
tions should be sent to Mrs. Hayden at A.M.A. 
Headquarters in Chicago. 

It is contemplated that regional institutes will 
be held on an annual basis. Another institute will 
be held at A.M.A, headquarters in the fall. 


+ 
A.M.A, Announces 1956 Radio Plans 
The American Medical Association’s new radio 
transcription series will be livened up with music 
during 1956, the Bureau of Health Education an- 
nounces, The Bureau plans to release three new 
series of 13 programs each for use by medical so- 
cieties over local radio stations. The first will fea- 
ture “music with your meals” theme, with an in- 
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strumental trio rendering folk songs, ballads and 
semi-classics. Dr. W. W. Bauer, Bureau director, 
will give the medical commentary based on 13 dif- 
ferent phases of diet and nutrition. 


The second series, also on a musical theme, will 
be entitled “Summer Serenade” and will deal with 
summer situations such as having fun while avoid- 
ing illness and accidents. This series is intended as 
a replacement for previous series dealing with sum- 
mer health topics. The format and subject matter 
for the third series have not been selected as yet, 
although it will be either musical or dramatic in 
character, 

Probable release dates for the new program will 
be April 1, August 1, and November 1. More spe- 
cific details will be announced later. 


* 


New Booklets for Medical Societies 

Two booklets of vital interest to medical societies 
will be published by the American Medical Associ- 
ation early in February. The first—“Guides for 
Medical Society Grievance Committees”—reviews 
the findings and recommendations of the special 
committee on grievance committees appointed by 
the Board of Trustees. The second publication— 
“Report of the Survey on County Medical Society 
Activities”—will include data on society meetings, 
budgets, educational and scientific programs, per- 
sonnel, building facilities, the work of various kinds 
of committees, and the extent of public relations 
activities, 

Copies of both booklets will be mailed to each 
state and county medical society. Additional copies 
will be available on request from the Council on 
Medical Service. 


HARVARD UNIVERSITY SCHOOL 
OF PUBLIC HEALTH 


Scholarships for the Academic Year 1956-1957 
will be granted by the Harvard School of Public 
Health to individuals of high professional promise 
in awards ranging from part tuition to tuition 
plus a stipend, according to the qualifications and 
financial needs of the applicants. The Scholarship 
Funds are limited and are primarily intended for 
citizens of the United States. In general, preference 
will be given to applicants under 35 years of age. 


Scholarships are available to those in the follow- 
ing categories who wish to obtain postgraduate 
education in the field of public health or in one of 
the basic sciences related to public health: physi- 
cians, dentists and veterinarians; industrial physi- 
cians; public health nurses with a college degree 
and satisfactory field experience; social workers 
with a master’s degree from an approved school of 
social work and acceptable experience in the field 
of medical or psychiatric social work; health edu- 
cators with a college degree, training either in 
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health education or in the natural and social sci- 
ences and experience in general education or com- 
munity health work; dietitians with a college de- 
gree and satisfactory field experience; college grad- 
uates who have concentrated in one of the natural 
sciences or in engineering (environmental aspects), 
for example, biologists, biochemists, nutritionists, 
microbiologists, parasitologists, or biostatisticians. 

Scholarship applicants must be eligible for ad- 
mission to the School as a candidate for one of 
the following degrees: Master of Public Health, 
Doctor of Public Health, Master of Science in Hy- 
giene, Doctor of Science in Hygiene, Master of In- 
dustrial Health. 

A catalogue of the school, admission and scholar- 
ship applications, and further information may be 
obtained by writing the Secretary, Harvard School 
of Public Health, 55 Shattuck Street, Boston 15, 
Massachusetts. 

Scholarship applicants must return completed ad- 
mission and scholarship applications to the Harvard 
School of Public Health by March 1, 1956. Scholar- 
ship awards will be announced May 1, 1956. Under 
exceptional circumstances awards will be made at 
other times. 


PROFESSIONAL ASSOCIATION ON ALCOHOLISM 


The new Professional Association on Alcoholism 
was organized at a recent meeting at the Massa- 
chusetts Medical Society, set up on a national scale, 
and opened to doctors, nurses, hospital administra- 
tive staffs, enforcement, correctional and penal of- 
ficials, social workers, occupational therapists, re- 
search workers, counselors, and others active in the 
treatment, rehabilitation, and prevention programs 
in the field of alcoholism. 

More than 50 persons attended the first meeting, 
at which it was voted to appoint a research com- 
mittee and communicate with officials of founda- 
tions for the purpose of studying the possibilities 
of raising funds for research under the auspices of 
the new association. 

Since the membership is NOT confined to the 
Boston and New England areas, inquiries concern- 
ing membership and programs of the new associa- 
tion are welcomed by the new secretary-treasurer, 
Dr. David Landau, medical director of the Boston 
Committee on Alcoholism, 419 Boylston Street, 
Boston, sponsor of the new association, Dr. Lan- 
dau is also instructor in psychiatry at the Tufts 
Medical School and New England Medical Center. 

Dr. James I. Roberts, medical director of the New 
England Electric System and New England coun- 
of the Industrial Medical Association, was 
elected president of the new group. Dr, Robert 
Fleming, instructor in psychiatry at Harvard Med- 
ical School and head of the Alcoholic Clinic at Peter 
Bent Brigham Hospital, Boston, was named vice 
president. 

The new Professional Association on Alcoholism 
is only one of the many activities of the Boston 
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Committee on Alcoholism, organized to help any 
human being in trouble with alcohol, without charge 
or obligation! Since the Boston Committee was 
founded 10 years ago, under the direction of Mrs. 
Elizabeth D. Whitney, the dedicated group at 419 
Boylston Street, has led 6000 
toward recovery! 


Boston, alcoholics 


AMERICAN COLLEGE OF GASTROENTEROLOGY 

The American College of Gastroenterology, com- 
posed of specialists in internal medicine and allied 
medical the reappointment 
for five years of its executive secretary, Mr. Daniel 
Weiss of Flushing, New York. 

Mr. Weiss, a native New Yorker, has been with 
the American College of Gastroenterology in var- 
ious capacities since 1938, and after a leave of ab- 
sence for military service from 1941 to 1945, re- 
turned to take over the position of executive secre- 
tary. He is also managing editor of the American 
Journal of Gastroenterology. 


specialties, announces 


AMERICAN HEARING SOCIETY MOVES 

National headquarters of the American Hearing 
Society are now located at 1800 H Street, N.W., 
Washington 6, D. C., as of January 1, 1956, The 
agency has occupied offices at 817 14th St., N.W., 
in Washington since 1948. 

Attractive, conveniently arranged, and providing 
improved working conditions for the staff, the head- 
quarters include a reception room, secretaries’ bay, 
six private offices, conference room, department 
for mailing literature and handling Hearing News 
subscriptions, 

The new headquarters are located in a remodeled 
building, whose owners re-decorated and subdivided 
the twelfth-floor space to specifications of the 
American 
Crayton 
tioned. 


Hearing Society’s executive director 
Walker. All of the 


offices are air-condi 


AMERICAN COLLEGE OF CHEST PHYSICIANS 

The American College of Chest Physicians, an 
international society, has announced that its fourth 
International Congress on Diseases of the Chest, 
sponsored by the Council on International Affairs 
of the College, will be held in Cologne, Germany, 
August 19 through 23, 1956. 

Chancellor Konrad Adenauer is the honorary 
president of the Congress, and one of Germany’s 
most famous scientists, Dr. Gerhard Domagk, who 
received the Nobel Prize for 
sulfonamides, is president, 

The scientific 
Congress is 


his discovery of the 


program to be presented at the 


now being organized and physicians 


having carried out original work in diseases of the 
chest (heart and lungs) which they wish to pre 
sent, are invited to send outlines of their studies to 
Dr. 


Andrew L. Banyai, Chairman, Committee on 
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Scientific Program, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 
Illinois, U.S.A. Physicians who have motion pic- 
tures or exhibits dealing with heart and lung dis- 
case are also requested to submit complete data to 
the committee, All requests for places on the sci- 
entific program will be given due consideration. 


The Hon. Ernst Schwering, mayor of Cologne, 
extends a cordial invitation to physicians and sur- 
geons throughout the world to attend this congress 
on chest diseases, Further information may be ob- 
tained by writing to the Executive Offices, Ameri- 
can College of Chest Physicians, 112 East Chestnut 
Street, Chicago 11, Illinois, U.S.A, 


AMERICAN ACADEMY OF OBSTETRICS 
AND GYNECOLOGY 


More than 1,200 of the countries leading obstet- 
ricians and gynecologists were expected to register 
for the three days of scientific sessions at the fourth 
annual clinical meeting of the American Academy 
of Obstetrics and Gynecology which was held at 
the Conrad Hilton Hotel, Chicago, December 12-14, 
1955. 

Officers of the Academy are: president, William 
F. Mengert, M.D., Chicago, Illinois; president-elect, 
Ralph E, Campbell, M.D., Madison, Wisconsin; vice 
presidents, Donald G. Tollefson, M.D., Los Angeles, 
California, and Clyde L, Randall, M.D., Buffalo, 
New York; secretary, C. Paul Hodgkinson, M.D., 
Burmingham, Michigan; assistant secretary, Charles 
D. Kimball, M.D., Seattle, Washington; treasurer, 
Herbert E. Schmitz, M.D., Chicago, Illinois. 


chairmen is Dr. 


Included among the district 
Frank Lock of Wiston-Salem. 


WORLD HEALTH ORGANIZATION 


Approximately 10 million children in five coun- 
tries have been vaccinated against poliomyelitis 
with no ill effects, apart from the comparatively 
few cases in the United States which were traced 
to the use of certain batches of faulty vaccines. 

Polio vaccine of the Salk type has been shown to 
give good protection to children between the ages 
of 6 to 10 years, This is the only age group for 
which sufficient evidence is available to allow a def- 
inite opinion to be expressed. It is not yet possible 
to say how long the immunity conferred by vac- 
cination can last. 


These facts were brought out by the Study Group 
on Poliomyelitis Vaccination called by the World 
Health Organization (WHO) for a five-day meeting 
in Stockholm. A 40-page report was prepared by 
the Group and will be submitted to the Director- 
General of the World Health Organization; he will 
decide how it can best be used for the guidance of 
health authorities all over the world. 
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A program of research into the cause and pre- 
vention of heart disease should be undertaken on 
international lines under the auspices of the World 
Health Organization (WHO) according to the rec- 
ommendations made by the WHO Study Group on 
Atherosclerosis which met in November in Ge- 
neva, Switzerland, under the chairmanship of Dr. 
Herman Hilleboe, New York State Commissioner 
of Health. 

The disease recommended for special investiga- 
tion, “because of its paramount importance as a 
public health problem,” is ischemic heart disease, 
defined by the WHO Study Group as “the cardiac 
disability, acute and chronic, arising from reduc- 
tion or arrest of blood supply to the myocardium 
.». the result of disease processes in the coronary 
arterial system. The main pathologic processes in- 
volved are atherosclerosis and thrombosis of these 
vessels.” 

The most clearly recognized types of ischemic 
heart disease are myocardial infarction due to coro- 
nary obstruction (angina pectoris). 

The Study Group admitted that there is as yet 
no clear or scientific evidence to show that any 
particular factor causes this disease or contributes 
to its development. They agreed, however, that 
quite a number of factors are probably at work 
simultaneously, and that their action differs ac- 
cording to the individual and to his social or ethnic 
group. 

* 
Pan American Sanitary Bureau 

The Government of Guatemala has this month 
signed an agreement with the Pan American Sani- 
tary Bureau, Regional Office of the World Health 
Organization, governing the arrangements for hold- 
ing the ninth meeting of the Pan American Sani- 
tary Organization’s Directing Council in Guate- 
mala, September 16 through 29, 1956. The meeting 
will sit simultaneously as the WHO Regional Com- 
mittee for the Americas. The Government’s invita- 
tion to the Organization to meet next autumn in 
Guatemala was accepted at the eighth council meet- 
ing in Washington last September. 

The conference will be held in the building of 
the University of San Carlos, in Antigua, located 
some 20 miles from the Republic’s capital, Guate- 
mala City. The agenda will include a review of 
public health activities carried on during the pre- 
ceding year throughout the Americas with the co- 
operation of the Pan American Sanitary Bureau. 
Programs and budget for 1957 will be studied and 
adopted. Of particular concern will be the status 
of the Bureau-sponsored program approved by the 
American Republics for the complete eradication 
of malaria from the hemisphere, a program that 
has gotten well underway in 1955 and is scheduled 
to be intensified and extended to embrace all the 
remaining malarious areas of the Americas. 
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The Month in Washington 


The second session of the eighty-fourth 
Congress is underway, and in medical leg- 
islation—as in all other fields— this prom- 
ises to be much livelier than last year’s de- 
liberations, 

For one thing, neither the Republican ad- 
ministration nor the Democratic party, 
which is in control on Capitol Hill, got any- 
where near as much as it wanted last year 
in medical legislation. 

For another thing, and something that 
shouldn’t be lost sight of at any time, both 
parties this year will be legislating with one 
eye cocked toward next November, when 
the voters make a choice between the two 
parties. Try as they might to pass laws 
for the good of all the people, neither party 
“an afford to ignore the political realities of 
the situation: each will want to take credit 
for any legislation with popular appeal or, 
where that is impossible, at least to see 
that the other party doesn’t get the credit. 

In front of this political mosaic, these 
are some of the medically important issues 
that will be fought out in Senate and House: 

1. Federal guarantee of mortgages on 
health facilities. This has been on the Con- 
gressional calendar for two years; it was 
pushed hard in 1954, and was given some 
consideration in 1955. It would mean that 
the federal government would underwrite 
mortgages for hospitals, clinics and nurs- 
ing homes, under certain conditions, there- 
by allowing some sponsors to obtain loans 
they couldn’t otherwise get, or to obtain 
them on longer terms and with lower in- 
terest. 

2. Federal grants for research facilities. 
Under this plan—approved last session by 
the Senate—the U.S. would make outright 
grants to laboratories, medical schools and 
clinics for building facilities for research in 
specific diseases, such as cancer and heart 
disease. 

3. Federal aid to medical education. This 
perennial project probably is closer to Con- 
gressional enactment now than ever before. 
The most popular bill is one restricting the 
federal role to grants for building and equip- 
ment, with a financial incentive held out to 
those schools willing to increase their en- 
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rollment. This bill may be tied in with some 
other grants bill, such as the one for re- 
search. 

4. Salk vaccine. Legislation authorizing 
federal appropriations for the purchase of 
Salk poliomyelitis vaccine ($30 million for 
the current year) expires February 15, vir- 
tually insuring Congressional action of some 
sort before that date. One issue is whether 
the federal government should continue the 
grants; more controversial is the question 
of whether the U.S. should move in to con- 
trol the allocation and distribution of the 
vaccine, Allocation and distribution now are 
handled under a voluntary program super- 
vised by the U.S. Public Health Service. 

5. Increases in federal appropriations for 
medical research. Over the last few years 
since the National Institutes of Health came 
of age—Congress repeatedly has increased 
research grants over the amounts the Bud- 
get Bureau allowed Public Health Service 
to request. Indications are that this year the 
Budget Bureau may have to give way and 
allow important increases to be requested of 
Congress. Congress probably would want to 
add on its own special additions anyway, 
resulting in more money than ever before 
available for work on cancer, heart disease, 
mental illness, arthritis, blindness, and the 
many other conditions, 

6. Old Age Security Insurance. OASI-cov- 
ered persons could receive payments begin- 
ning at the age of 50 if determined to be 
disabled, Under present law retirement pay- 
ments for all are available at age 65. The 
bil! containing this provision (H.R. 7225) 
passed the House last session by an over 
whelming margin. It is now before the Sen- 
ate Finance Committee, where the next 
phase of the legislative contest will be 
fought out in 1956. 

The lop-sided House vote on disability 
payments may be discounted in part because 
of the parliamentary maneuvering by spon- 
sors of the legislation. House members had 
only 40 minutes to debate this bill, and no 
opportunity to amend it. It was a case of 
accepting the whole bill—which contains a 
number of other social security liberations 
not of medical significance—or being politi- 
cally damned as opposed to social security 
per se, 

The American Medical Association main- 
tains that the present expanding rehabilita- 
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tion programs would be undermined by cash 
payments for disability, that the financial 
and other long-range aspects of the disabil- 
ity payments plan have not been thoroughly 
studied, and that the machinery for disabil- 
ity payments would inevitably project the 
federal government deeply into the medical 
care picture. 


BULLETIN BOARD 
(CONTINUED FROM PAGE 50) 


HAWAII MEDICAL ASSOCIATION 


Members of the Hawaii Medical Association are 
celebrating their organization’s one hundredth an- 
niversary, April 22 to 29, in proper “Hawaii” as 
well as medical fashion. There will be a short but 
worthwhile professional program on Monday and 
Tuesday mornings, a spectacular centennial cele- 
bration pageant Tuesday night, and a traditional 
luau (Hawaiian feast to you Easterners) Thursday 
night, with Polynesian entertainment. A cordial in- 
vitation is extended to physicians in the United 
States to attend the centennial program in Amer- 
ica’s island paradise. 

The meeting follows the American College of 
Physician’s session in Los Angeles. Write the Ha- 
waii Medical Association, 510 South Beretania 
Street, Honolulu 13, Hawaii, for reservations ap- 
plication forms. 


UNITED STATES ATOMIC ENERGY COMMISSION 

Lewis L. Strauss, Chairman of the U.S, Atomic 
Energy Commission, has announced that a Medical 
Research Center, including a nuclear reactor de- 
signed specifically for medical research and treat- 
ment, will be constructed at Brookhaven National 
Laboratory. Brookhaven, one of the AEC’s major 
research laboratories, is operated by Associated Un- 
iversities, Inc. 

Scheduled for completion in two years, at a cost 
of $6,000,000 exclusive of design and engineering, 
the new facility will house a nuclear reactor, a 
research hospital, an industrial medicine branch, 
and research divisions in medical physies, pathol- 
ogy, microbiology, biochemistry, physiology, and 
clinical chemistry. 


VETERANS ADMINISTRATION 


Dr. James D, Murphy, chief of surgical service 
at the Veterans Administration hospital in Oteen, 
North Carolina, has been appointed manager of the 
VA hospital at Baltimore, Maryland, VA announced. 
Dr. Murphy will sueceed Dr. Theodore R. Dayton 
who will retire. The Baltimore hospital is a 289- 
bed institution for the care of tuberculous patients. 
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U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


The First International Symposium on Venereal 
Diseases and the Treponematoses will be held at 
the Statler Hotel, Washington, D. C., from May 28 
through June 1, 1956, Surgeon General Leonard A. 
Scheele announced recently. The symposium will be 
sponsored by the Public Health Service, U.S. De- 
partment of Health, Education, and Welfare, and 
the World Health Organization. 


Commenting on the forthcoming meeting, Dr. 
Scheele said that this symposium will afford an ex- 
cellent opportunity for authorities in the field from 
all over the world to exchange ideas and informa- 
tion on the latest developments in research, diag- 
nosis, treatment, and case finding of the venereal 
and treponemal diseases. 

The symposium is open to all physicians, scien- 
tists and professional health workers interested in 
participating. Anyone interested in submitting a 
paper for consideration by the Program Committee 
should send an abstract of his paper to Dr, C, A. 
Smith, Medical Director, Chief, Venereal Disease 
Program, Division of Special Health Services, Pub- 
lic Health Service, Department of Health, Educa- 
tion, and Welfare, Washington 25, D. C., as soon 
as possible. Accepted papers may be presented in 
person or by an alternate. All abstracts to be con- 
sidered for the program must be received no later 
than February 1, 1956. 

The working languages of the symposium will be 
French, Spanish, and English. Arrangements are 
being made for simultaneous interpretation of 
papers in all three languages during the course of 
the meeting. 


PAN AMERICAN MEDICAL WOMEN’S 
ALLIANCE 

The fifth Congress of Pan American Medical 
Women’s Alliance will be held in Santiago and Vina 
del Mar, Chile, March 6-14, 1956. Opportunities for 
sight seeing and visits to medical programs in 
Mexico, Salvador, Panama, Chile, Bolivia, and Peru 
have been arranged. 

Information may be obtained from the secre- 
tary, Dr. Eva F. Dodge, 2124 West 11th Street, 
Little Rock, Arkansas, or from the program chair- 
man, Dr. Eva Cutright, Wooster, Ohio. 


Classified Advertisements 


WANTED—Assistant Resident Ophthalmolog- 
ical Service, N. C. Memorial Hospital, Chapel 
Hill, N. C. Address inquiries to: Chief, Division 
of Ophthalmology, Department of Surgery, 
School of Medicine, U.N.C., Chapel Hill, N. C. 
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PRO-BANTHINE” FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound, Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis, It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi, 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion’ which 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon, ,. .”’ 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition, Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents, 

In Roback and Beal's? series ‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethy! xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible, 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D, 
Searle & Co,, Research in the Service of Medicine, 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25.416 (Noy.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25/24 
Sept.) 1953. 


Clinical trial packages of Pro-Banthine and the new booklet, ‘Case 
Histories of Anticholinergic Action,”’ are available on request to... 


P.O. Box 5110-8-22 
Chicago 80, 
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ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


private psychiatric hospital em- Staff PAUL V. ANDERSON, MD 
Presadent 


ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 


4 Medical Director 
ment procedures—clectro shock, JOHN K SAUNDERS, MD. 


sulin, psychotherapy, occupational and 

THOMAS COATES, MD. 
recreational therapy—for nervous and 
JAMES K HALL, JR, MD. 


mental disorders and problems of 
addiction. 
P.O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


tate 


KH CRYTZER, Administrator 


50 million times a day at home 
at work or on the way 


There's 


| 
Nt” 
° 
nothing 
ik ‘ 
like a 
DRINK i} 


RAPIDLY EFFECTIVE 

BROAD-SPECTRUM ANTIBIOTIC THERAPY 
.. WELL TOLERATED .. . 

BY THE INTRAMUSCULAR ROUTE 


“IN CHILDREN, GASTROENTERITIS, CROUP, 
MENINGITIS, AND INFECTIONS COMPLICATING 
CERTAIN SURGICAL CONDITIONS MAY BE 
ADEQUATELY TREATED BY ITS USE AND IT IS 
. . [A] DRUG OF CHOICE WHEN ORAL 
MEDICATION IS NOT POSSIBLE.’* 


"*Scheeter, F. H.: State M. J. 611347 (April) 1966. 


TERRAMYCIN INTRAMUSCULAR 


Single-dose vials providing 

100 mg. crystalline oxytetratycline 
hydrochloride, 5 per cent 
“magnesium chloride and cent 
procaine hydrochloride, 


Brond of oxytetracyciing — 
\ 
vision, Chas, Ptizer & Col, Inc., Brook! N.Y,” 
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for TRIPLE SULFA ++» SAFE—PLEASANT TO TAKE 


«+s ACCURATE DOSAGE 
THERAPY e+» BUFFERED and VISCOLIZED 
in ALL AGE «+s WILL NOT SEPARATE 


TRIPLE SULFA SUSPENSION 


TASTY, CHERRY FLAVOR and COLOR—ECONOMICAL! 
There is no safer or more effective sulfonamide available! 
Extensive clinical trials show that triple sulfas (BUFFONAMIDE) 
have outstanding therapeutic efficiency among sulfa drugs, 


Each Teaspoonful (5 cc.) Provides: BUFFONAMIDE ASSURES: 
Sulfadiazine 0.166 gm. * Widest possible antibacterial 
Sulfamerazine 0.166 gm. spectrum 
Sulfacetamide 0.166 gm. * Highest blood level...Safely and 
BUFFERED with Sodium Citrate 0.5 gm. quickly 

At Pharmacies Everywhere! * Maximum potency in smallest dose 
Handy 2 oz. Dispenser Pints or Gallons * Minimal side effects 


19180 Mt. Elliott Avenue ¢ Detroit 34, Michigan 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE ‘ NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—-insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—fer nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


BUFFONAMIDE 
4 
a4 
Trice J. Tutag and Company 
4 
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AND 

NASAL CONGESTION 
MAKES YOUNGSTERS 
MISERABLE 


Prompt and 
Prolonged Decongestion 
Sinus Drainage and Aeration 


NO STING - NO SEDATION - NO EXCITATION 
Plastic Unbreakable Squeeze Bottle 


Leakproof, Delivers a Fine Mist 


a *Also well suited for adults who prefer a mild spray. 


‘ 
withrep LABORATORIES NEW YORK 18, N.Y. WINDSOR, ONT. 


phrine (brand of phenylephrine) and 


Zephiran (brand of ben 


zalkonium, 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. 


Jas. N. BRAWNER, JR., M. D. 
MEDICAL DIRECTOR 


ASSIGTANT DIRECTOR AND 
SUPERINTENDENT 


ALBERT F. BRAWNER, M. D. 
RESIDENT SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


< 


= 

= 
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% 
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MEGASON ULTRASONIC The 


a FOR 
EXCEPTIONAL 

— Thompson 

is earning the respect of both operator and 


CHILDREN 
patient because of its consistently excellent Homestead 


Year-round private 
performance, Ask us for demonstration. 


School home and school for 


CAROLINA SURGICAL 


NORTH CAROLINA FREE UNION VIRGINIA 
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the drug of choice > 


casa tranquilizing (ataractic®) agent 
anviety and tension states. 
lit ypertension 


RAUDIXIN 


Squibb Whole Root Rauwolfia 


As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients, 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


e Less likely to produce depression 

@ Less likely to produce Parkinson-like symptoms 

© Causes no liver dysfunction 

@ No serial blood counts necessary during maintenance therapy 


® Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance 
and cumulation have not been reported. 


® Raudixin supplies the total activity of the 
whole rauwolfia root, accurately standard- 
ized by a rigorous series of test methods. 
The total activity of Raudixin is not ac- 
counted for by its reserpine content alone. 


Supply: 50 mg. and 100 mg. tablets, bottles 
of 100 and 1000. 


*Ataractic, from ataraxia: calmness untroubled by mental! or emotional 


excitation. (Use of term suggested by Or. Howard Fabing at # recent 
meeting of the American Psychiatric Association.) 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 


our staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 


AND ASSOCIATES 


Catalog on Application 


Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and 

of heel where support is mot needed, 

@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly, 

®@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

@ NOW AVAILABLE! Men's conductive shoes. 
N.B.F.U. specifications. For surgeons and operating 
room personnel. 

@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 


Write for details or contact your local FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone 3-7616—3-7617 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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A reducing diet can have taste 
appeal and be effective, too. 

In recent studies on weight 
reduction, ice cream was in- 
cluded with other dairy foods 
in meals supplying 1800 cal- 
ories a day.' Strict adherence 
to such diets allowed gradual 
weight loss by larger women 
and by men whose calories 
did not need to be restricted 
excessively. 

These diets contained ap- 
proximately equal weights of 
protein, fat, and carbohy- 
drate.’ Fat combined with 
protein in a meal delays hun- 
ger—both that caused by 
emptiness of the stomach and 
by low blood sugar levels 
for it reduces stomach motil- 
ity and gastric juice secretion, 
promotes slower digestion and 
more gradual absorption of 
nutrients. Subjects on such 
diets maintained pep and a 
sense of well-being, reported 
no hunger pangs—but shed 
excess pounds,! 

An average serving of va- 
nilla ice cream provides only 
one-tenth of the calories in 
such a diet, but supplies one- 
fifth of the riboflavin need 
and somewhat more than one- 
tenth of the need for calcium 
and vitamin A? Ice cream 
also supplies the high grade 
protein and other important 
nutrients found in milk. 

Ice cream, a‘ morale booster” 
= SALaS . can go a long way to prevent the 
La | martyred feeling of the reducer. 
Tra) ‘Weight Reduction Through Diet. A 

—— documentary motion picture produced 
in 1951. National Dairy Council 
‘Dahlberg, A. C. and Loosli, J. K.: 


Nutritive value of commercial ice 
Per cent contribution of one cream. J. Am. Diet. Assn, 24:20 
serving Gt) vanilla ice (dan.) 1948, 
Cream to needs of active man 
on 1800 calorie reducing diet 


‘This seal indicates that all nutrition state. 
mente in the advertisement have been 
found acceptable by the Counell on Pooda 
and Nutrition of the American Medical 
Association 


Since 1015 the Na 
tional Dairy Council, a 
non-profit organisation 
NATIONAL DAIRY COUNCIL has been devoted to nutri 
tion research and educa 
tion to extend the use of 


111 NORTH CANAL STREET * CHICAGO 6, ILLINOIS dawy products, 


This information is reproduced in the interest of good nutrition and health 
by the Dairy Council Units in North Carolina. 


High Point-Greensboro Winston-Salem Durham-Burlington-Raleigh 


105 Piedmont Bldg. 106 N. Cherry St. 310 Health Center Bldg. 
Greensboro, N. C. Winston-Salem, N. C. Durham, N. C. 
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4, There Is A Happy Medium, Doctor 


in bill collections versus happy patients. 


It doesn’t take a fortune teller to tell you that past 

due accounts are being collected day by day. Just ask any 

. of your friends who are profitably using the services of 

) the MEDICAL-DENTAL CREDIT BUREAU to recover 

past-due accounts and restore good doctor-patient rela- 
“tionship. 


™ Your many years of medical training did not equip you 
for bill collecting. Expert training by skilled specialists 
has provided your MEDICAL-DENTAL CREDIT BU- 
REAU staff with the know-how, the patience, and the 
courteous, ethical manner of collecting past-due accounts 
that actually restores ex-patients as well. 

Call or write your nearest MEDICAL DENTAL 


DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—115 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg.—Phone 3955 Raleigh—715 Odd Fellows Bldg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


Patronize 


Your 


Advertisers 


Out-Patient Clinic 
And Hospital For Rehabilitation Of 


THE 
KEELEY ALCOHOLIC 
| T | T U T E Director 


: + P hiat 
447 W. Washington $#. R. H. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, In-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 
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if you'd rather 


rent 
your x-ray apparatus... 


your local Picker representative will gladly 
tell you about our no-capital-investment Rental Plan. . . 
or write us at 25 So, Broadway, White Plains, N.Y. 


CHARLOTTE 4, N. C., 1707 East Seventh Street 
WINSTON-SALEM, N. C., 1016 Vernon Avenue DURHAM, N. C,, P.O. Box 995 


j 
= 
4 
Rental Agreemen™ 
4 / 
Subject © your acceptance of the rerms and conditions set fort! 4 
4 picKER X-RAY SRPORATION hereafter called the Corporatio™ 
address its Rental Service, comprising A 
1, The yse of he equipment described below; 
2. The replacement of which are part of such 
>. Technical service and anseruction jn the operation fs 
Maincensance of the equipmen™ L 
Descriptio” of Equipment ’ 
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EARLY DIAGNOSIS + PROMPT TREATMENT, 


Simple office detection and diagnostic procedures make it possible for you to help 
prevent one-third of current annual cancer deaths. 

The General Practitioner can obtain free, up-to-date information on early detection, 
diagnosis and treatment of cancer, from the American Cancer Society. 


Professional Films 


A series of 24 kinescopes* of | 
color television clinical teach- | 
ing conferences, entitled 
“Physicians’ Conferences on 
Cancer,” presented by leading 
clinicians in the cancer field; 
plus about 150 other films on | 
cancer detection, diagnosis and | 
treatment. 


| 
Monograph Series 


Published about twice yearly. | a 


Series of textbooks on cancer 


by site, emphasizing detection ‘ 


and diagnosis for the practic- 
ing physician, written by out- | 
standing clinicians. 


Journal Cancer | 
Published bimonthly. A Profes- | 
sional Journal bridging the gap | 
between the investigator in his 
laboratory and the physician at | 
the bedside. Latest results and | 
applications of clinical cancer 
research. 


CA—A Bulletin of 


Cancer Progress 

Published bimonthly. Digests 
and abstracts of current arti- 
cles on cancer in the medical 
literature of practical value to 
the doctor. Also contains fea- 
ture articles, questions and 
answers, news items, clinical 
conferences, etc. 


Cancer Current Literature 
Issued monthly. Listing of cur- 
rent articles appearing in the 
medical literature, domestic 
and foreign, pertaining to can- 
cer in whole or in part. 


For information about these and other materials, 
write Your Division of the 


American Cancer Society 


*Approved by the American Academy of General 
Practice for Informal Study Credit. (16 mm 
color sound films; running time 30-50 minutes) 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a“compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia-—-Phone Salem 4761 
Copyright 1955 H.N. Alford, Atlante, Ga, 
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WE CORDIALLY INVITE YOUR INQUIRY 


for application for membership which af- 
fords protection against loss of income from 
accident and sickness (accidental death, 
too) as well as benefits for hospital ex- 
penses for you and all your eligible de- 
pendents. 


in its completeness 


PHYSICIANS 


SURGEONS 
one USP Digitalis Unit DENTISTS . 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request, 


$4,500,000 ASSETS 


Davies, Rose & Co., Ltd. $22,500,000 PAID FOR BENEFITS 
Boston, 18, Mass, 


| 
1s 
6} 
SINCE 
| 
Digitalis 4 
vies, Rese) 3 
Federet 
‘ } a 
Each pill is 
| 
o 
A 
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KALAMAZOO 


Indicated wherever oral 
cortisone or hydrocortisone. 
is effective + Available n 5 me. 
tablets in bottles of 30 and 100, 
and im 1 mg. tablets in bottles of 100 
Usual dosage rs t0-1 tablet. three four 


imes 


*Trademark for the Upjohn brand of prednisolone (delta-!-hydrocortisone) 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: 
Manfred Call, Il], M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 


Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Director: 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter 8S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 


Physiotherapy: 
Miss Etheleen Dalton 


Anesthesiology: 
William B. Moncure, M.D. 
Heth Owen, Jr., M.D. 


Charles C. Hough 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. RAy GriFFIN, JR., M.D. Mark A, GrirFIn, Sr., M.D. 
Ropert A, GrirFin, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


a good buy in 
public relations 


place 
today’s health 


AMERICA’S 
in your reception room 


AUTHENTIC 
HEALTH MAGAZINE Give your order to a member of your local Medical 


Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 
; SPECIAL Please enter (J, or renew (J, my subscription for the 
- HALF-PRICE RATES FOR period checked below : 
PHYSICIANS, NAME 
MEDICAL STUDENTS, INTERNS STREET. 
cITY ZONE._STATE 


CREDIT WOMAN'S AUXILIARY OF COUNTY 


YEARS... $4.00 [)2 YEARS... 95. $2.50 
()3 YEARS...$@ 50 $3.25 ()1 YEAR ....$2Q00 $1.50 


| 
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integrated relief... TABLETS (yellow, coated), each containing 
50 mg tine® hy hydroe hloride (adiphenine 
mild sedation hydrachloride yride CIBA) ond 20 mg. phenobarbital. 


visceral spasmolysis 


it, N. J. sal analgesi Monday P.M. 
MEDICAL HORIZONS Monday PM. & 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M.D. 


GREENSBORO, 
North 
1904 ah; ty Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found, 


WortH WILLIAMS, Business Manager R M. Bure, Jr., Medical Director 


“Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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“Those poor devils 


USTACHIOED, bulky and calm, Jack 
Philip stood on the bridge of the 
U.S.S. Texas, watching his gunners pour 
fire into the Spanish men-of-war fleeing 
Santiago harbor. 

Only a few days before, another American 
ship had accidentally fired at the Texas, 
Philip had responded by signalling : “Thanks, 
good line, but a little over.” 

Now enemy shells were whistling over his 
head from desperate vessels doomed to de- 
struction. As the Texas raced past the flam- 
ing, riddled Vizeaya, that Spanish battleship 
exploded, 

Instantly, a great victorious shout sprang 
up on the Texas, But Captain Philip quickly 
silenced it: 

“Don’t cheer, men; those poor devils are * * 
dying.” 

A bold captain who ran a happy ship, Jack It’s actually easy to save money—when you buy 
Philip was already something of a friendly Series E Savings Bonds through the automatic 
hero to his men. But this one sentence, more Payroll Savings Plan where you work! You just 
than all his bravery, made him a hero of sign an application at your pay office; after that 


the Spanish-American War to millions of your saving is done for you. The Bonds you re- 
Americans ceive will pay you interest at the rate of 3% per 


year, compounded semiannually, when held to 
_ For Americans prize gallantry, Gallantry maturity, And after maturity they go on earning 
is part of the great heritage — part of the 10 years more. Join the Plan today. Or invest in 
strength — of the American people. And Savings Bonds regularly where you bank. 
today, it is this strength—the strength of 
165 million Americans — which forms the ‘ . 
real guarantee behind one of the world’s Safe as America — US. Savings Bonds 
finest investments: United States Series E 
Savings Bonds. 

That's why it’s such a good idea for any 
American to buy Savings Bonds regularly 
and hold on to them, Start today! 


The U.S. Government does not pay for this advertisement. It is donated hy this publication in cooperation with the 
Advertising Council and the Magazine Publishers af America, 
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With “Premarin,” relief 

of menopausal distress is 
t prompt and the “sense of well-being” 


imparted is highly gratifying 
€ to the patient. 


“Premarin” —Conjugated Estrogens (equine) 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. 0. E. H. & TAYLOR, M. T. VERNON, M. 
A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 


XLV 
_ 
= 
és 
¥ 
5513 


ADVERTISEMENTS 


CO-ACTION 


New Concepts of Optimal Nutrition 
during THE SECOND FORTY YEARS 


Optimal nutrition at all ages is promoted ex- 
cellently by routine use of VITA-FOOD Brew- 
ers’ Yeast: “Brewers’ yeast is an excellent 
source of proteins of high biologic value and 
of the vitamins of the B complex.”! 


Eminently valuable too are its unsurpassed 
digestibility, its content of minerals and lipo- 
tropic factors, its virtually ideal nutritional 
normal co-acTion of essential 
nutrients, a synergism indispensable to endur- 
ing vigor.’, 3 
Brewers’ yeast is authoritatively attested to 
be ae of the most useful foods for older 
pore .. economical .. .”2 and “frequently 
Ipful in re habilitating ‘older patients”3—in 
whom the extreme sUBTLETY of cumulative 
nutritional insults is fostered by time, which 
| also bring increased demands for proteins 
vitamins. 


For prevention and in dietotherapy of many 
disorders throughout THE SECOND FORTY 
YEARS, prescribe as a routine supplement 


VITA-FOOD 


Brewers’ Yeast 


the richest natural source of vitamin B com- 
plex factors plus nutritionally complete pro- 
tein, essential minerals and lipotropic factors. 


Send for Samples to Department NC 
VITAMIN FOOD CO., INC., Newark 4, N. J. 


L McLesterand Darby :“Nutrition and pict, in Health 
and Disease,” ed. 6, Saunders, p. 195. 2. McCay, 
. M., in Lansing: “Problems of Aging ed. 
Williams and Wilkins, 1952, p. 193. 3, rbrell ‘and 
Hundley, in Stieglitz: “Geriatric Medicine,” ed 3, 

Lippinectt, 1954, p. 189, 


SUBTLETY 


ELIMINATE 
STAIR 
CLIMBING 


with an 
INCLIN-ATOR 


Goes up or down 
stairway. Seats two 
comfortably. 


ELEVETTE 


Fits into home stair- 
well, closet, or other 
small places. 


Both push-button controlled. Operate 
on ordinary house current. Attractive. 
Used in hundreds of North Carolina 
homes. Surprisingly low in cost. 


Call or write for information 


ELEVATORS 
Greensboro, North Carolina 


For Ready Reference...... 
For Convenience...... 


For Durability...... 


Have your copies of Volume 16, (1955) of the 
North Carolina Medical Journal bound in a 


permanent binding for use in your office or home. 


Mail your copies of the North Carolina Medical 
Journal to the Carmichael Printing Company, 
118 West Third Steet, Winston-Salem, North 
Carolina, for this service and Volume 16 will be 
returned to you an as invaluable medical record. 


$8.50, plus mailing charges. 


January, 
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SAINT ALBANS 


PSYCHHEATREC 
RADFORD, VIRGINIA 


| 
ANY 


AS 


James K. Morrow, M.D. 


STAFF 
James P, King, M.D., Director 
Thomas FE. Painter, M.D. 
James L. Chitwood, M.D., Medical Consultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 


BLUEFIELD MENTAL 
1400 Bland Street 

Bluefield, W. Va. 

David M. Wayne, M.D., 


Daniel D, Chiles, M.D. 
Clara K, Dickinson, M.D. 


HEALTH CENTER 


Director 
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new vistas 


Tor 


Effective control of seizures, social acceptance, 
and recognition of employment potential are 
providing new vistas for the majority of epileptic 
patients. Accurate diagnosis and adequate 
therapy, as in present-day management, can be 
expected more confidently than ever before to 
restore such patients to as full a life as 

is compatible with their condition. 


Alone or in combination, DILANTIN continues as an anticonvulsant of choice 
for control of grand mal and of psychomotor seizures. In addition to its notable 


effectiveness, DILANTIN has little or no hypnotic effect. 


DILANTIN Sodium is supplied in a variety of forms— 
including Kapseals® of 0.03 Gm. (% gr.) and 0,1 Gm, 
(1'% gr.) in bottles of 100 and 1,000, 
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Sick patients 


need food for therapy 


Sustagen 


Therapeutic Food for 
Complete Nourishment 


THAT MAN MUST EAT to remain 
| well is a concept as old as medicine. 
I But only recently has it been estab- 
lished (1) that nutritional needs are 
increased in illness; (2) that food suffi- 
cient to meet these needs is well uti- Sustagen® is the only single food which 
lized, and (3) that therapeutic 


nutrition prevents many of the debili- contains all known nutritional essentials: 
: tating effects of disease and injury. : : 


Unfortunately, because of the ano- protein, carbohydrate, fat, vitamins and 
rexia accompanying illness, effective " 
nutritional therapy requires added 


care on the part of the physician. minerals. It may be given by mouth or tube 
Food comes from familiar kitchens 
and lacks the impressive aura of more as the only source of food or to fortify the 


dramatic therapeutic agents. Thus it 

is often difficult to convince the 

patient that food, too, is therapeutic diet in brief or prolonged illness. 
-that although drugs may arrest 

disease only food can repair the 

ravages of disease. 


Whatever the nutritional problem— 
whether caused, by anorexia, mechan- 
ical difficulty in eating or limitation of 
gastric capacity or tolerance—only repairs tissue 

an assured food intake will solve it. restores appetite 
The use of Sustagen, a food formu- 
lated for therapeutic nourishment, 
will overcome many difficulties in the 


overcomes asthenia 


therapeutic feeding of sick patients. in 

A foundation for therapy thus may 

be established. Susta gen cirrhosis 
The development of Sustagen ex- peptic ulcer 
emplifies the continuous effort of geriatrics 


Mead Johnson & Company to provide infections 
the medical profession with products 
basic to the management of illness 
and the restoration of health. 


trauma 
chronic disease 


__ Bp 7 SYMBOL OF SERVICE IN MEDICINE 


i MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A, 
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